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Editorials 


ENGLISH STATE MEDICAL SYSTEM 
CAUSED A SERIOUS DECLINE IN 
HEALTH AVERAGE 

On October 11, 1936, John S. Steele of Lon- 
don, England, published in the Chicago Sunday 
Tribune the following opinion: “The system of 
state medicine, inaugurated in 1911 with a great 
flourish and with much enthusiasm, today has 
few defenders, even among its so-called bene- 
ficiaries. It has been publicly stated, on many 
occasions, by doctors, coroners, hospital officials 
and others who are engaged in working the sys- 
tem that the practice of medicine has been re- 
duced from a profession to a trade, made slaves 
of doctors and druggists, and has bred in the 
people a dangerous reliance on hurried and in- 
efficient doctoring, which has caused a serious 
decline in the national health average.” 





ADVANTAGES OF PERSONALIZED 
MEDICAL SERVICE 

The advantages of personalized medical serv- 
ice scarcely need be called to the attention of 
the practicing physician but this is a season of 
renewed activity in the political field bringing 
with it the need for again emphasizing certain 
medical values to legislators and to patients. To 
say to these people that our present system of 
practice is superior to politically subsidized— 
and therefore politically controlled—medical 
service does not ordinarily impress them. When 
descriptions are given of the inadequacies of for- 
eign measures the very remoteness of the com- 
pared service makes the description uninterest- 
ing—everyone feels “it can’t happen here.” And 
the enthusiastic clairvoyants and wishful propa- 
gandists for political medicine assure all listen- 
ers that a plan in the United States would be 
much different than a plan any place else. So 
it is necessary to dig around in our own coun- 
try, in an understandable environment, for in- 
stances of de-personalized service. 

There is a type of practice in this country 
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which is frequently administered with more at- 
tention to holding down the costs of medical care 
than it is with the ideal of restoring the in- 
dividual to a sound physical and mental state. 
This is so-called “‘insurance medicine” and usu- 
ally occurs in situations in which inadequately 
financed and poorly managed insurance compa- 
nies dominate the physician who looks to them 
for remuneration for his services to accident 
victims. The insurance companies watchword 
is immediacy; get the patient up and out and 
the release signed; make the treatment short 
and cheap or if not short, just make it cheap. 
There is, with regard to accident insurance, an 
old saw that a death costs less (to the insuror) 
than a deformed living victim. This sort of 
philosophy may be extended to say that a serious 
accident to an extremity costs less when quickly 
treated by an amputation than it does when 
treated expectantly—waiting for possible re- 
covery without such mutilation. Yet this lat- 
ter management is exactly the course pursued 
by any right-minded physician. It may be sus- 
pected that he is allowed, in many instances, 
to follow his judgment because of the influence 
of the reputable hospitals he works in—which 
is tantamount to saying that the medical com- 
munity is neither sold out to nor controlled 
by any private or political subsidy. The physi- 
cian who submits to or guides his policies by 
some subsidizing unit is veering close to char- 
latan practices. 

Government subsidies in the field of medical 
‘are have everywhere resulted in a type of “in- 
surance” against the cost of illness. And have 





practically everywhere resulted in charlatanry, 
deceit or, at best, a poor variety of medical 
service. Personalized study and care are not 
in it. Instances of the perversions in these sub- 
sidized systems are numerous. There are fre- 
quent revelations that in England the panel 
physician must keep a large panel, see patients 
quickly and frequently, and prescribe unneces- 
sarily. Ethical practices in this country are 
probably not superior to those in England. A 
few years ago in Prague unnecessary hospitaliza- 
tion became a problem probably because the 
physician could make a little more money from 
~ the ambulance trip than he could from an ex- 
tremely underpaid house-visit government sched- 
ule. To say that under any system the type 
of service depends upon the man rendering it 
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is to be misleading. It would be better to in- 
sist that the type of man rendering the service 
depends on the opportunities the service af- 
fords him—opportunities to do good work, to 
give interested personal care. Obviously these 
carry with them the necessity of adequate fin- 
ancial reward. 

Under any insurance plan the patient always 
has the idea that something is coming that he 
has already paid for. He generally intends to 
get back his cost and maybe a bit more. Pri- 
vately arranged systems allow for the expulsion 
of this sort of person if he becomes a_ bother, 
Private medical care attempts to restore him to 
a balanced outlook through psychiatric manage- 
ment. A bountiful government guaranteeing 
some sort of costs for his care insures his being 
a permanent number in some harassed physi- 
cian’s panel. 

Under individual care a great deal of time 
may be given a needy patient at one visit 
whereas under an insurance scheme, with its 
definite limitations on fees, the physician finds 
it impossible to do else than make a large num- 
ber of visits. In the latter situation the 
diagnostic aspect of his work dwindles; medical 
practice without diagnosis as its mainstay is 
hardly a proper thing. In the long run, the 
numerous visits, which could have been obviated 
had a diagnosis been early established, produces 
high costs. In our age of mechanized diagnosis 
the public legislators and patients have become 
impressed with the tolerably rapid diagnostic 
revelations of the laboratories. It is time they 
were gaining an awareness of the fact that about 
eighty per cent. of our diagnostic information 
is gained from the history. It must be em- 
phasized to them that the undramatic history- 
taking requires time and judgment. 

Several years ago an insurance firm with 
Chicago offices was induced by a keen-minded 
member of its staff of young physicians to allow 
him to attempt to restore certain individuals 
to health rather than to merely make visits to 
ascertain the continuance of the patient's dis- 


ability. This procedure required his spending a 


‘lot of thought and much more time with each 


patient but resulted in the cure of many individ- 


uals formerly discharged with lump sum settle- 


ments. This is an instance of enlightened pol- 
icy urged ona reputable insurance company. it 
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is not especially representative of insurance 
practice. 

Low cost must dominate any political admin- 
istration of medical services. All known at- 
tempts at maintaining low cost service under 
institutional direction by government subsidy 
have resulted in a depersonalization of medical 
service with a consequent lowering of the quality 
of that service and an attendant deterioration 
of the abilities of the physician and, in many 
instances, has contributed to gross attempts on 
the part of the physician to secure adequate in- 
come through such charlatanry as superficial 
treatment, frequent contacts with the patient, 
and the provision of unnecessary treatment. 





USING THE MEDICAL PROFESSION 
AS ITS CATSPAW 

Shall Medicine and the allied professions be 
denied that important fundamental—equality of 
vpportunity ? 

Regimentation or Americanism—which? Ask 
the Doctor. 

This equality of opportunity is guaranteed to 
citizens by the declaration of independence and 
confirmed by the American Constitution. It is 
unfortunate that a destructive organized move- 
ment directed for several years past against this 
fundamental principle of human liberty should 
be using the medical profession as its catspaw. 

To drug national senses against this state- 
ment as we will fails to change the situation. 
No amount of optimism of any degree stops the 
frightful parade of paternalistic doctrines and 
of bolshevistic tenets that are creeping into this 
great land under the banners of revision and re- 
vamping of the conduct of affairs medical. The 
medical profession quite generally admits 
frankly enough that some adjudication must be 
made between the cost of medical education, the 
cost of medical service to the public and—let 
this thought be well sunk into the minds of the 
laity—the cost of medical service to the medical 
profession. 

Figures show and should convince the general 
public that in so far as material things are con- 
cerned, no profession, trade,’ craft, science or 
art repays so small a percentage for the time, 
money, health, strength and youth invested as 


does the practice of medicine, The clergy, of 


course, are not to be counted in this schedule, 
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for with material things the clergy concerns it- 
self not at all, nor are its profits so to be reck- 
oned. Because medicine is the profession deal- 
ing most closely, outside of the church, with the 
humanities and with laws of health and nature 
that refuse standardization, medicine is the 
objective against which is aimed this totalitarian 
drive. What revision is necessary to be made 
in the cost of acquisition of medical knowledge 
and its disbursement is a technical matter that 
the medical profession is thoroughly capable of 
handling within the confines of its own level. 

The doctors can lance their own carbuncles 
better than any neighboring baker or garage- 
man can do this for them. The Hippocratian 
oath has already bound every ethical physician 
in stronger bonds of equal rights for mankind, 
brotherly consideration and the finer humanities 
than any regimented regime can evolve in the 
way of coercive contracts, collusive agreements 
or despotic standardization. When the truth 
stands revealed, the joke will be on regimentors. 
One of the first things the medical student 
learns is that there is no caste in birth or death. 
All that can be hoped for is “equality of oppor- 
tunity.” 

Since medicine ranks next to the church in 
its unselfish spiritualities, having destroyed the 
church, naturally enough the next target of the 
Bolshevists in this America—whose wealth they 
envy and seek to ape,—is the destruction of the 
medical profession. But a snake is wily. Even 
as the Scripture saith, “These four things there 
be—the way of a maid with a man; of a vessel 
on the sea, and of a snake upon a rock...” So 
the serpent of Bolshevism wriggles gently into 
the picture through tall grasses and foaming 
seas the waste of the world around. 

All the socialistic interference against which 
this journal has stormed and argued for over 
two decades from handicapping lay dictated 
legislation to the current motif of universities 
and corporations practicing medicine, are the il- 
legitimate offspring of bolshevism playing the 
pretender to the rights of American citizenship 
and the American instituted equality of oppor- 
tunity. Now, fire must be fought with fire. 
Catch a lion, not in the Maine woods but in the 
African jungles. Organized misrule is waging 
this devastating war that organized sanity must 
combat, The fight is immediate, It must be 


to a finish. Forces of medicine must organize 
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as never before to fight for the preservation both 
ol the sanctity of their own standards and of 
true Americanism—the great equality of oppor- 
tunity. After all, it matters less if man be 
“born free and equal” than if they are granted 


the postnatal opportunity for equality. Therein 


lies the stamina of nations. 


Who has voiced this better than did Benjamin 
Franklin? When the Declaration of Independ- 
ence had been signed, Franklin turned blithely 
io the group and remarked; 

“Well, gentlemen. We had all better hang 
together now. or if we don’t we shall hang 
separately.” 

Nor has the necessity for organization in all 
walks of American life had a better recommen- 
dation than comes from no less a person than 
a former Secretary of Commerce, Dr, Julius 
Klein, who said a short time ago over the Co- 
lumbia network radio system: 

“T hear some members of business bodies talk- 


ing these days about the possibility of resigning 


from the organization, with the object mainly 


of supposedly saving money. I can think of 
nothing more dangerously extravagant than that 
—a wasteful squandering of that invaluable 
asset of good teamwork ab the very time when 
collaboration is absolutely vital. When you are 
out in mid-Atlantic in a bad storm, do you see 
anybody shoving off from the big liner in a row 


boat by himself to save passage money? Well, 
hardly ! 


“* * * And so we may say that business col- 
laboration is just applied common sense. The 
great British labor leader, John Burns, once told 
of visiting a lunatic asylum and of being aston- 
‘What’s going to hap- 
pen,’ he asked, ‘if those maniacs get together and 
start something ?’ 
nificant: ‘Lunatics don’t get together!’ And to 
that I might add; But sensible, far-sighted busi- 
ness men are not lunatics. 

“J need not emphasize how tremendously ya)- 
uable such cooperative services can be right at 
this present juncture in our American business 
life. It forms a potent factor in helping to 


boost us along the path that leads upwards to 


the plateau of prosperity, out of the distressing 


ished by the few keepers. 


The doctor’s answer was sig- 


~trough of depression.” 

Here is an instance where it will really pay 
medicine to take a leaf out of the ledgers of 
commerce. 
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Let us “hang together” so we will not “hang 
separately,” 





CLYDE DALE PENCE 
REQUIESCAT 

Clyde Dale Pence breathed his last on Decem- 
ber 1, 1939, 

Doctor Pence was editor of the ILiLtNnois 
MeproaL JourNnaL from 1913 to 1920, The 
Doctor was 71 years old; he practiced medicine 
in Chicago for over thirty-three years born in 
Frederickstown, Ohio; was graduated from the 
College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Nlinois, 
1897; for over twenty years was on the staff of 
the Grace Hospital, Chicago, and for many 
years on the staff of the West Side Hospital, 
from which he retired in 1929. 

Doctor Pence will be best remembered by the 


doctors and his many friends because of his high 
and noble character. All respected him because 


of his outstanding integrity. The fact that he 
had been a real leader for the promotion of 
scientific and economic advancement of medical 
practice in Ulinois for a third of a century 
is ample testimony of the strength of that char- 
acter and high esteem in which he was held by 


his friends and fellow practitioners. His passing 


is a loss to us all. 
Doctor Pence was a widower. 


brother Harry A. Pence, of Hinsdale, Illinois. 


Surviving is a 





SENATOR BURKE'S ADDRESS RE- 
CORDED IN THE CONGRES- 
SIONAL RECORD 

The address “THE NATIONAL HEALTH 
ACT” by Senator Edward R. Burke of Nebraska 
before the Chicago Medical Society, December 
6, 1939, was printed in the Congressional Record 
January 4, 1940, The complete address was pub- 
lished in the February, 1940 
ILLINOIS MEDICAL JOURNAL, 

The arguments used by the Senator in his 
address will prove valuable aid to the doctors in 
their campaign of education aiming to head off 
the socialization of medicine and other menaces 
embodied in the Wagner Act and other bills that 
are being sponsored in the national law-making 
body, The preservation of the address in the 
Congressional Record is quite fortunate. Doctors 
in genera] thank Senator Burke for his appre- 


issue of the 
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ciation of the profession in wanting this address 
permanently on record. 


In the Senator’s address he discussed some 


of the reasons why thoughtful people are dis- 
turbed over the trend towards political control 
of medicine and medical service. The National 
Health Program contains many features in 
which the public as well as the medical profes- 


sion has a vital concern. 





EVERY ETHICAL PHYSICIAN IN THE 
STATE SHOULD BELONG TO THE 
ILLINOIS STATE MEDICAL 
SOCIETY 


In numbers there is strength. United we 
stand, divided we fall. A united medical pro- 
fession can brush away any and all obstacles, 
It is next to impossible to find a really successful 
physician who has obtained fame outside the pale 
of organized medicine. 

Are all the eligible physicians in your county 
members of your local medical society? Tf non- 
members of local society are discovered get busy 
and, try to induce them to join at the earliest 


opportunity. 





A.M.A. MEMBERSHIP AND FELLOWSHIP 
DEFINED 

Every member in good standing in the con- 
stituent state medical association where he is 
engaged in practice, whose name is officially re- 
ported to the secretary of the American Medical 
Association for enrollment, becomes automat- 
ically a member of the American Medical Asso- 
ciation and is not called on, as such, to pay any 
dues or to contribute financially to the asso- 
ciation. 

Members of the American Medical Association 
who graduated at recognized medical schools are 
eligible to apply for fellowship. 

To qualify as a fellow a member in good 
standing is required to make formal application 
for fellowship, to pay fellowship dues and to 
subscribe for the Journal. Applications must be 
approved by the judicial council, Fellowship 
dues and subscription to the Journal are both 
included in the one annual payment of $8.00, 
which is the cost of the Journal to subscribers 
who are not fellows. 

Only those members who qualify as fellows 


are eligible for election as officers; none but fel- 
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lows may serve as members of the house of del- 
egates; none but fellows may register at the 
annual sessions of the association or may par- 
ticipate in the work of its scientific sections. 
Members of state medical 


dues to those bodies, but they pay nothing to 


the American Medical Association. Fellows pay 


associations pay 


dues and subscription to the Journal in the sum 
Of $8,00 a year, which has nothing to do with 


county or state dues. 





TAKEN FROM LETTERS SENT TO E. ST. 
LOUIS RELIEF OFFICE 
My husband has worked one shift for about two 


months and now he has left me and I aint had no pay 
since he has gone or before either. 


Please send me my elopment as I have a four months 
old baby and he is my only support and I need alli I 
can get every day to by food and keep him in close. 

I am a poor woman and all I have is gone. 

Both sides of my parents is very poor and I can't 
expect anything from them as my mother has been in 
bed for one year with one doctor and she wont change. 

Please send a wifes form to fill out. 

Please send me a letter and tell me if my husban 
made application for wife and child. 

I have already wrote the President and dont hear 
from you. I will write to Uncle Same and tell him 
about both of you. 

Mrs has no clothing for a year and has been visited 
by the clergy regularly. 

I cant get no pay. This is my 8th child. What are 
you going to do about it? 

Sir: I am forwarding my marriage certificate and my 
two children one of whom is a mistake as you can see. 

I am writing you to say that my boy was born two 
years ago and is two years old. When do [I get my 
relief ? 

T am annoyed to find out you have branded my boy 
illiterite. Oh! for shame! It is a shame and a dirty 
like, as I married his father a week before he was 
born. 

Tn answer to your letter I gave birth to a boy, weigh- 
ing 10 Ibs, 1 oz, I hope youre satisfied. 

You have changed my little girl to a boy. 
make any diff? 

I have no children as my husband is a truck driver 
and works day and nite. 

In accordance with your instructions I have given 


birth to twins in the enclosed envelope.—St. Louis 


Medical Bulletin. 


Does that 





PULMONARY TUBERCULOSIS IN SYPHI- 
LITIC PATIENTS does not respond as favorably to 


sanatorium treatment as does the disease in non-syphi- 
litic patients but the course of syphilis in the tuberculous 
patient does not appear to differ from the course of the 
disease in the non-tuberculous.—Warring, F. C., Amer. 


Rev. of Tuber., Aug., 1939. 
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MEDICAL ECONOMICS 
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Medical Economic Problems consumed the 
major part of the time of The National Confer- 
ence on Medical Service, held on February 11 
at the Palmer House in Chicago. The attend- 
ance was the greatest in the history of the meet- 
ing. The name—prior to this year has been 
The Northwest Regional Conference, but this 
year in view of the increased interest and the 
expanded scope of its program, the officers de- 
cided to change the name as above indicated. 
Twenty-six states were represented at the con- 
ference, and representatives from eleven states 
appeared on the program. Such wide attend- 
ance by both speakers and listeners evidences 
the interest of the medical profession in the 
economic problems before the profession. 

Different plans for furnishing voluntary 
Group Medical care were presented by men from 
the different states, in which the plan is being 
tried. Most of them are still in the experi- 
mental stage and it is much too early to attempt 
to make a real evaluation of their efficiency and 
value to either the public or the medical pro- 
fession. The proponents of each plan were 
enthusiastic, but admitted that it might be 
necessary to alter the plan as experience dis- 
closed the necessity of so doing. 

Of particular interest was the report of Dr. 
kK. H. Cary of Texas, a member of the special 
committee appointed to confer with those in 
authority in Washington in regard to proposed 
legislation before Congress the past two years. 
While quite hopeful as to the present situation, 
with the apparent desertion of Senate Bill 1620, 
the so-called Health Bill of Senator Wagner; 
Dr. Cary did not feel that the medical profession 
had any good reason to feel that the dangers of 
legislation were over. He told us that the Inter- 
departmental Committee under the chairman- 
ship of Miss Roche was to continue and that 
~he was of the opinion that some legislation 
would be passed in regard to the building of 
hospitals by the Federal Government in those 
parts of the United States where definite need 
was shown. He intimated that an attempt was 


Edited by the Committee on Medical Economics 
; of the 
Illinois State Medical Society 
E. S. Hamilton, M. D., Chairman 
Kankakee, Illinois 
Address all letters and communications to the Chairman. 


R. K. Packard, M. D. 

C. H. Phifer, M. D. 

C. B. Reed, M. D. 

C. B. Ripley, M. D. 
_C. E. Wilkinson, M. D. 

W. M. Hartman, M. D. 


being made to allow the medical profession con- 
siderable influence in arriving at the decision 
as to the need of the community for increased 
hospital facilities. 

The Christian Science Monitor of January 
29, 30 and 31, 1940, contained a series of 
articles on Health Insurance written by Erwin 
D. Canham, a staff correspondent. These 
articles gave a most comprehensive review of the 
situation in regard to Health Insurance, par- 
ticularly in Washington Circles. The writer 
recommends that every member of the profes- 
sion, who can obtain copies of these three issues, 
read the same carefully. Coming from a non- 
medical source, even though greatly interested 
in the plan, the information contained therein 
can be quoted freely without the frequently pres- 
ent criticism of biased information. The article 
states that only five senators were definitely in 
favor of the Wagner Health bill, while 33 were 
opposed and the rest were as usual on contro- 
versial questions in an election year—on the 
fence. These articles stressed the great increase 
of illness in countries where a compulsory plan 
of health insurance was in operation and the 
cost of the same. They estimated that the an- 
nual cost would be 3 billion dollars when and if 
the plan got into full operation. Such a sum 
annually would necessitate an increase in taxes 
either directly or indirectly. And any such in- 
crease in taxes for this or any other cause is not 
popular at this time. 

The Department of Public Health of the 
State of Illinois has just published a pamphlet 
on the The Maternity Hospital Law and the 
requirements for Licensure. This is of interest 
to all of the medical profession who do obstet- 
rics in a hospital as well as to all members of 
the Board of Directors of Hospitals which have 
an obstetrical department. From a rather rapid 
study of the regulations it seems that they are 
quite fair and their state wide adoption will 
result in a better brand of obstetrics being prac- 
ticed throughout the state. Every hospital 
should see that the minimal requirements of the 
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regulations are in force and additional rules and 
regulations should be adopted locally by the di- 
rectors as the need arises to properly safeguard 
the patients in that department. Again the 
staff members of the local hospitals have 
a definite responsibility to see that the patients 
in their institutions receive the best pos- 
sible care in the obstetrical as well as all other 
departments of the general hospital. It is only 
by the individual physician assuming that per- 
sonal responsibility for the standard of care in 
the institutions in which he works, that definite 
progress can be made in improving the already 
high standard of the work of the medical pro- 
fession, thereby answering the criticism being 
used against us by the reformers and uplifters. 

Again the Medical Economics Committee wish 
to bring to your attention the fact that a spe- 
cial sub-committee therefrom has been working 
on the subject of Voluntary Health plans for 
Illinois according to definite instructions re- 
ceived from the House of Delegates at their 
1939 meeting in Rockford. Under the chairman- 
ship of Dr. W. M. Hartman of Macomb, they 
have done a difficult task. Plans of same nature 
are being either considered or put in operation 
in most of the states of the nation. In some of 
the states, such as New York, four separate and 
distinct plans are in operation. To study each 
plan, outline it and then evaluate it in com- 
parison with other plans accorded the same con- 
sideration is a Herculean task. We hope to have 
a definite recommendation to present to the 
House of Delegates when it meets at Peoria in 
May. If any of the members of the Illinois 
State Medical Society has any ideas or sugges- 
tions as to any plan or the nature of the report, 
we hope that he will get in touch with Dr. Hart- 
man of Macomb in the near future, so that he 
will have the time to study the suggestions and 
talk them over with the remainder of the Com- 
mittee. 

The writer recently received an _ editorial 
printed in the Bardolph News of Bardolph, 
Illinois on February 15, 1940. We hope that the 
Editor will find space to print it in this issue 
of the Intino1s MepicaL JourNAL, for it shows 
that the public is taking an interest in the prob- 
lems of the medical profession and are voicing 
their opinion. 

The Peoria meeting of the Illinois Medical 
Society will be the one hundredth anniversary 
of the founding of the Society. It has been de- 
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cided to make this a cause for special attention 
by issuing a special gala edition of the ILLINOIS 
MepicaL JourNAL. To do so will require the 
cooperation of many members of the medical 
profession, who should be able to furnish spe- 
cial information desired by the editor. It is to 
be hoped that such cooperation will be furnished 
promptly when the request therefor is made. 
EK. S. Hamilton, Chairman. 





THEY CAN’T BE BOUGHT 

Word comes from New Zealand that prac- 
tically all of the thousand physicians there have 
refused to accept a $7,500 yearly income guar- 
anteed by the New Zealand government, on the 
understanding that these physicians will become 
cogs in a socialized medicine system. This sum, 
it appears, is more than the average New Zea- 
land physician has ever earned or ever expects 
to. 

This news from another part of the world 
may help to change an apparent conviction on 
the part of a good many Americans that the 
opposition by our doctors to compulsory sick- 
ness insurance and other medical affairs in this 
country is based on an entirely mercenary con- 
dition. 

As a matter of fact, doctors are the same the 
world over. Whether in America or in New 
Zealand they spend hours away from their pay- 
ing practice, giving their services to the poor; 
they oppose socialized medicine as something 
that would hurt patients, the public and them- 
selves. Heretofore they have only been privi- 
leged to shrug when their motives were chal- 
lenged. Now, by the action of these New Zea- 
land physicians, the profession has been put to 
the test. —The Bardolph News. 


East St. Louis, II. 
Feb. 24, 1940 





Correspondence 
PERSONALITY A FACTOR 
To the Editor: I have just finished reading 
your editorials in the January issue of the 
ILLINoIs MEDICAL JOURNAL. They are so timely 
and needful in this day that I want the privilege 
of complimenting you upon your acute insight. 
Tt seems to me that you could not have chosen 
a more opportune time to publish them ; for they 
appear just at a time when some of our own 
leaders in the fight against socialized medicine 
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are manifesting shifting opinions that cause our 
opponents to assume that organized medicine is 
beginning to see things as they would have us 
see them. 

I cannot agree with those who think that 
organized medicine should make some com- 
promise with the forces that ask for a regimenta- 
tion of the Medical profession. It seems to me, 
that now is the time to hold fast to the things 
that are ours. If we fail to do this, we will 
turn the sick over to the politician and put our- 
selves under the domination of the social work- 
ers. The cry, that there must be made avail- 
able a scientific medical service, is not only void 
of sincerity, but shows a lack of knowledge of 
the art of medicine. Members of organized 
medicine are not only willing that all should 
have the best medical service, but have always 
labored and given freely of their time and talent 
that this could be. 

This we must remember; sympathy is the 
tune that is being placed on the social workers’ 
piano. Let us not be fooled by it. If the social 
workers are sincere and honest in their appeal 
that scientific medicine should be made avail- 
able to all, they will leave the care of the sick 
in the hands of organized medicine, free from 
political control and lay interference. 

The doctors are the only men that can, and 
will, bring into being an adequate medical service 
to all that will accept such a service. But for 
this to be, the doctor must be left free to act 
when service is needed, without waiting to have 
a roll of political red tape unwrapped. 

The Universe belongs to God because He 
created it. He will continue to own it and con- 
trol it. For the same reason; the art and sci- 
ence of medicine belongs to the doctor and the 
doctor will retain this ownership and control, 
regardless of all opposition, Our progress will 
be slowed by the interference of others, but 
in the final analysis the doctor will remain in 
control. 

I hope that every physician in our Society 
reads the comment on personalization, for, in 
this we have a power that will defend us against 
any attack regardless of its source, except within 
our own ranks. Our opponents are making use 
of this power, but if we, as doctors, will return 
to the sincere personal relationship with our 
patients, we will make it a hard task for any- 


one to take them from us, regardless of what 
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is offered. We are interested in our patients, 
but are our patients interested in our welfare? 
Close personal interest will bring this about. 

You and [ know that only about one per 
cent. of the sick are scientifically sick, or re- 
quire the science of medicine to reveal the cause 
of their sickness, and no more then one per 
cent. require, or will get well under scientific 
treatment. The much larger group will fare 
far better if cared for by their family doctor. 
With the large source of research work that is 
now available, and in need of patients to carry 
on the work, this small group could be cared 
for through this channel, without altering the 
present medical service to the larger group. It 
will also spare them from being subjected to 
all the unnecessary examination required to 
make a scientific medical diagnosis, for the in- 
dividuals who are functionally sick will not re- 
spond to such scientific treatment. It seems to 
me that this method would make available to all 
who are in need, a like medical service. 

The difference in medical educational attain- 
ments is an argument advanced as a reason why 
our present medical service should be altered. 
I think if this is looked into closely we will 
discover it is best for the public at large, that 
there does exist a difference in this respect, as 
this relates itself to the care of the sick. If 
it were possible to have every physician with the 
same educational standards; which I do not be- 
lieve possible, as every human brain is different 
and will not produce from the same training, 
a like mind; the term ignorance, would, after 
all be only relative. If the social worker con- 
siders the question of educations so important 
in the treatment of the sick, organized medicine 
can well ask of those who would regiment the 
medical profession, how important is the ques- 
tion of ignorance in the ranks of those who 
would tell the sick when he needs a physician, 
and what doctor he may have. Any intelligent 
person who looks back over the past two decades 
can well ask, “after all, what has education done 
for the masses?” There has been no reduction 
in proverty or crime. There is no higher degree 
of honesty in public places, and man’s cruelty 
to man is no less. Will doctors render a bet- 
ter and higher type of medical service, because 
they are regimental and controlled by a group 
that has not learned how to be true to the 
public trust? 

Regimentation creates an unnatural condition 
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under which man cannot and will not make 
progress uder any form of government. God 
created man an individual and his nature de- 
mands a certain degree of individual freedom, or 
he becomes a destructive being. One needs only 
to review history since the first attempt was 
made to regiment man, to prove this statement. 
There still remains another attribute in man 
that must be solved and understood before man 
can be regimented and make progress (regard- 
less of how ignorant or educated he may be) and 
that is the power within man to develop what is 
known as personality, which is the total sum of 
man. As far as I have observed, there are no 
two personalities that are alike, and all react 
differently to each stimulus. Until each per- 
sonality is alike man must be permitted to be 
an individual. It was no other than the scientist 
Benjamin Franklin who said, “Man is a soul and 
has a body,” in contrary to the usual thought 
that, “man is a body, and has a soul.” 

Medical science was the first to recognize this 
attribute in man, and medical science has 
studied man as an individual and has developed 
the science of medicine along this line. There- 
fore, the doctor knows man as an individual who 
has a personality. It was a doctor who first rec- 
ognized that a human being was more than a 
body. If medical science only had to know the 
anatomy and physiology of man, and if only 
man’s body was affected by disease, then I could 
understand how medical care of the sick could be 
distributed en masse, under the system proposed 
by those who’ would have the doctors regimented 
and directed by the social workers. Then, all 
who entered the medical profession would re- 
ceive the same training and be assigned their 
quota of patients and all sick would be treated 
the same, that had the same diagnosis as the 
cause of their illness. This would be scientific 
medicine for all classes aud rendered to all alike. 

We, as physicians refuse to be regimented 
under any of the plans submitted by the Fed- 
eral Government and the social worker, because 
we are convinced that none of these plans will 
serve the best interests of the sick. The doctor 
knows that a man’s personality gets sick and 
that his personality is affected to a more or less 
degree by the condition of his body. The doctor 
knows that a deranged personality can be treated 
only by a physician who understands the pa- 
tient’s personality and in whom the patient has 


CORRESPONDENCE 201 


confidence. This is our principal objections to 
the interposing of a third party. It is inter- 
ference with the power of personality that we are 
convinced has a stronger restorative effect than 
any scientific approach. We meet the needs of 
the majority of the sick, and the present methods 
of caring for them is of a personal nature. 
Therefore, we ask that we be permitted to carry 
on with our present system, free to make any 
changes that we feel will be for the just interest 
of the sick. 

We are aware that our present system has its 
faults, but, we are convinced that they are far 
less than the faults of socialized medicine, and 
that we understand our own faults and can cor- 
rect them ourselves, better than any outside 
group. We can deal with them better than the 
faults of some new plan with which we are not 
acquainted. 

We, the members of organized medicine con- 
tinue our fight for freedom from governmental 
domination because we are convinced that it will 
retard the progress of medical science; that the 
government cannot fulfill its promises to the 
sick, and that an adequate medical service can- 
not be rendered under any of these plans. 

Charles 8S. Skaggs, M.D. 





FINNISH RELIEF FUND, INC. 
; New York, Feb. 21, 1940. 
To The Editor: 

The Finnish Relief Fund Inc., is sponsored 
by Mr. Herbert Hoover. It is approved by the 
Finnish Minister in Washington D. C., His Ex- 
cellency Hjalmar Procopé. 

It has the main purpose of accepting for the 
Finnish people and transmitting to Finland any 
funds contributed for this great cause by the 
American people. 

Contributions, unless specifically intended to 
be used for war material, will be used for food 
and clothing for the Finnish civilian population, 
many of whom are suddenly made homeless by 
having their houses irreparably demolished by 
the incendiary bombs from Russian aeroplanes. 

Members of the American Medical Association 
are the only doctors who will be asked to con- 
tribute through this Fund. 

It is hoped the profession will respond as gen- 
erously as possible. It is further hoped that 
every doctor will make some contribution and 
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no matter how small it may be, it will be grate- 
fully accepted. We believe the profession should 
have one hundred per cent of its members be- 
come contributors to this most worthy cause. 

No money is deducted for expenses from any 
contribution made through this Fund, and every 
dollar donated arrives in Finland worth one 
hundred cents. 

No salaries are paid and no financial remuner- 
ations are made to officers on duty with the Fin- 
nish Relief Fund. Expert auditors make a daily 
checkup of the donations acquired and chart the 
results. 

The National Chairman of the Medical Divi- 
sion of the Professional Groups of the Finnish 
Relief Fund, Inc., is Dr. John Frederick Erd- 
mann of New York. 

A director (chairman) for the Medical Divi- 
sion has been or will be appointed from each 
state who will try to get in touch with every 
member of the American Medical Association of 
that state by such method as he deems best. 

The Executive Director of the Medical Divi- 
sion is Dr. Kerwin, W. Kinard who has offices 
at Fund Headquarters. 

All checks should be made payable to the 
Finnish Relief Fund, Inc., and sent to the Med- 
ical Division of the Finnish Relief Fund, Inc., 
420 Lexington Avenue, New York N. Y. 





THE EXPENDITURES FOR AUGUST AND 
SEPTEMBER, 1939, OF 512 FAMILIES 
OF THE CHICAGO RELIEF 
ADMINISTRATION 


(Continued from page 123) 


Fuel. Fuel is one of the three items for which 
money is provided. At the time of year of the 
study only fuel for cooking was allowed. As 
shown in Table I, 54 pef cent. of the families 
paid more than was allowed for this purpose, 19 
families paying when no allowance was granted. 
Thirty-three per cent. paid more than half 
again as much for fuel as provided. Although 
practically everyone paid something on his cook- 
ing fuel bill, 25 per cent. owed money for fuel. 

Clothing. The Relief Administration plans 
that a considerable part of the clothing for fami- 
lies on relief be provided from the W.P.A. sew- 
ing project. Actually, however, the distribution 
of clothing does not keep pace with needs. No 
one lack was expressed by the families more fre- 
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quently and with greater concern than that of 
clothing. Attendance at school and the approach 
of cold weather make additional clothing im- 
perative. Although one per cent. of the families 
reported the receipt of money for clothing in 
the period studied, 43 per cent. found it neces- 
sary to buy clothing, as shown in Table 6. These 
purchases were frequently shoes and stockings. 
Among the 512 families, 294 spent nothing for 
clothing during the period. One hundred and 
four families, spent less than $2.00 while the re- 
mainder, 114 families, spent amounts all the way 
from $2.00 to $25.00 for this item. 

Other Expenditures. Allowances are not usu- 
ally made for light, cleaning supplies, and cer- 
tain other necessary expenditures. In the month 
covered by the study, 97 per cent. of the families 
were allowed nothing for light but 53 per cent. 
paid for light even though given no money for 
this purpose. 

Although no allowance is made to C.R.A. 
families for cleaning supplies, 26 per cent. paid 
for this item more than thirty cents per person 
a month, which has been estimated as a reason- 
able amount. As shown in Table 5, 23 per cent. 
paid from twenty to thirty cents and 34 per 
cent. paid less than twenty cents. Far from 
being negligible these amounts constitute a rela- 
tively large percentage of the meager amount 
of money provided the families for other pur- 
poses. 

Incidental Expenses. Even after the regular 
living expenses are met, still further inroads 
are made into the slim budgets by the many 
items incidental to daily life. In no case was 
money for ice allowed, but in August and Sep- 
tember, the months included in the study, 38 
per cent. of the families reported expenditures 
for ice, as shown in Table 1. As indicated in 
Table 7, 20 per cent. not budgeted for transpor- 
tation spent money for this purpose. Although 
no money is given for school supplies, insurance, 
and recreation, 4 per cent. of the families re- 
ported expenditures for school supplies, 2 per 
cent. for insurance, and 1 per cent. for recrea- 
tion. In addition to these, expenditures were 
reported for such items as newspapers, hair-cuts, 
telephone calls, church offerings and cod-liver 
oil. The psychological importance of these 
small items is illustrated by Mrs. M.’s plight. 

“What shall we do about the school supplies 
our children need? Our boy in high school must 
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at of liave gym shoes, the girl needs paints. She was TABLE 2. STUDY OF 512 C.R.A. FAMILIES: 
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gets were curtailed. What is not evident is that small a sample to warrant comparative analyses. 
R.A. they are doing so only by owing the landlord, However, as a matter of interest, a careful ex- 
paid the grocer, the gas and electric companies, rela- amination was made of the expenditures for rent 
rson tives, or neighbors. It will be noted in Table 8 and food by the Negro and white families. The 
ison- that 53 per cent. owed for rent, 45 per cent. findings from the families included in this study 
ent. owed for food, 29 per cent. for light, 25 per give no indicaton of significant variations be- 
per cent. for cooking fuel, 3 per cent. for clothing, tween these two racial groups with respect to 
rom and 3 per cent. for ice. Seventy-seven per cent. their major expenditures during August and Sep- 
rela- of the entire number of families interviewed tember. 
punt were in debt. relief Situation Since November Fifth. Since 
pur- Comparison of Negro and White Families. the data discussed above were gathered, the re- 
Included in the study were 368 white families, lief situation in Chicago has changed. Since 
ular 123 Negro, 17 Mexican, two Filipino, one In- November 5, allowances have been increased 
ads dian, and one Puerto Rican. This representa- from 65 to 80 per cent. of the budget. In addi- 
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TABLE 3. STUDY OF 512 C.R.A. FAMILIES: 
COMPARISON OF FOOD ALLOWANCES WITH 
AND WITHOUT SURPLUS FOODS IN TERMS 
OF ADEQUACY DURING AUG. OR SEPT., 1939 


No Surplus Foods Surplus Foods Included 


Number Per cent Number Per cent 
Adequacy of of of of 

of food families families families families 
100% or more........ 7 1.4 23 4.5 
9O—99 J ncecevvvenee 7 1.4 22 4.3 
Par 16 3.1 54 10.5 
en er 31 6.1 69 13.5 
CENGe wevcvcssesss 48 9.4 95 18.6 
eg EET re ee 89 17.4 87 17.0 
GAOT «5 soccccenes 107 20.8 84 16.4 
DEMINUD  os.sinew snes 92 17.9 55 10.7 
DOMEEEED “ciceeaceasen 63 12.3 18 3:5 
Less than 20%....... 52 10.2 5 1.0 
OS BR eres f 512 100.0 512 100.0 





tion an allowance has been granted for light. 
Since November 13, milk has been available to 
all families desiring it in the amount of one 
quart daily for every child up to his seventh 
birthday and one pint daily for all other chil- 
dren and for adults. The addition of the re- 
tail price of milk to the present food allowances 
of the families interviewed materially increases 
their value, the average increase being approxi- 
mately 20 per cent. of the food budget. The 
milk supplementation contributes most to the al- 
lowances of large families, especially to those of 
families having several children under seven 
years of age, and least to the allowances of small 
families of adults. The addition of milk and of 
surplus foods would bring the estimated allow- 
ance for food close to minimum adequacy, if not 
equal to it, in a large number of cases. 

The situation, however, is far less favorable 
than this would seem to indicate. Surplus 
foods vary so greatly in amount and kind that 
they cannot be regarded as a dependable sup- 
plement to the food allowarmce. It is also highly 
questionable whether surplus foods should be in- 
cluded in determining the adequacy of the food 
budget since their inclusion defeats the original 
intent in the establishment of surplus food com- 
modities. The Federal Surplus Commodities 
Corporation has ruled that they shali not be in- 
cluded in determining the food budget standard. 

If the theoretical adequacy of the food allow- 
ance on its increased basis with milk and sur- 
plus commodities is assumed, its real adequacy 
is threatened since it continues to be drawn on 


to meet unbudgeted needs such as clothing and 
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budgeted items such as rent for which the al- 
lowance is still below standard. 

Inadequacy in Rent Allowance and Effect on 
Other Items in Budget. The most striking evi- 
dence of the inadequacy of the 80 per cent. al- 
lowance is to be found in calculations concern- 
ing rent. It has been noted that among the 512 
families for whom expenditures were recorded 
for August and September, 421 families or 82 
per cent. were paying rent beyond the allowance 
for that purpose (Table 1). Over one-fifth were 
paying more than the maximum amount bud- 
geted for rent. This number did not include 
families who had not been able to meet their rent 
at all for the month of the study, or met it only 
in part—a practice commonly reported. 

Individual records were re-examined to deter- 
mine how many of the families paying more than 
the rent allowance would be able to pay the same 





TABLE 4. ANALYSIS OF PROTECTIVE FOODS 

CONSUMED DAILY PER PERSON BY 512 C.R.A. 

FAMILIES DURING AUGUST OR SEPTEMBER, 

1939: AMOUNTS OF (1) MILK, (2) FRUITS 

AND VEGETABLES, INCLUDING POTATOES 
(3) MEAT, FISH OR EGGS 


Per cent of 
families having 


Number of 


Amount per person families having 


per day specified amount specified amount 

1. MILK 

More than 4 cups.......... 7 1.4 

Three and 4 cups. ....6.. 26 5.1 

Two cups but less than3 cups 76 14.9 

One cup but less than 2 cups 213 41.6 

Some milk but less than lcup 171 33.5 

NI Ries ek con cata. 18 x 
2. FRUITS AND VEGETABLES 

INCLUDING POTATOES 

More than 3 servings....... 71 14.4 

Three servings .........00. 76 15.3 

PO TMESIOES <i rec sieccces 156 31.4 

oe ere 121 24.4 

RE Re ee re eee 72 14.5 
3. MEAT, FISH OR EGGS 

More than 3 servings....... 0 0 

TUPOE GEFVINES. 600s 5ccic cee 26 §.3 

CPG MIMD i.0 cdc weeps ces 117 23.6 

Se. ere 206 41.5 

RN eh sas bbe Borecces 147 29.6 


SUMMARY 
MILK: Seventy-nine per cent of the families had less than 
one pint (2 cups) daily per person. One pint of milk is 
generally accepted as the minimum daily requirement for 
adults, and children should have more. 
"“RUITS AND VEGETABLES, INCLUDING POTATOES: 
Seventy per cent of the families had less than three servings 
daily of fruits and vegetables. Three servings is generally 
accepted as the minimum daily requirement for both children 
and adults. 
MEAT, FISH OR EGGS: Thirty per cent of the families had 
no meat, fish or eggs on the day studied. One serving of 
these protein foods is generally accepted as the daily require- 


ment, 


+ 


March, 


rent W 
of the 
74 pel 
still p 
nated 
The 
the gr 
budge 
for re 
of the 
an all 
geted 
istic 1 
pay fe 
ther b 
tragic 
ing. 
Un 
tures 
studie 
that 1 
when 
suitab 
W.P.Z 
of cas 
extrer 
take ¢ 
fect u 





TABL 
EXPE 


Amo 

Clea: 
Per Per 
More t! 
20 to 3' 
Less th 
Not rey 


TABL 
CLO 


Amoun 
Cloth 
Family 
$15.00-! 
10.00- 
5,00- 
4.00- 
3.00- 
2.00- 
1.00- 
Less th 


None . 


Owed 





h, 1940 


the al- 


ect on 
ig evi- 
nt. al- 
ncern- 
ie 512 
orded 
or 82 
vance 
were 
bud- 
clude 
‘rent 
only 


eter- 
than 
3ame 





March, 1940 


rent within the amount allowed on the new basis 
of the 15 per cent. increase. It was found that 
%4 per cent. of all the families reported would 
still pay more for rent than the amount desig- 
nated for that purpose. 

The fact that 111 families, or over one-fifth of 
the group studied, paid for rent more than their 
budget for this item and that 269 families owed 
for rent seems to indicate the need of a review 
of the relief budget with reference to rent. Even 
an allowance of 100 per cent. of the rent bud- 
geted will be inadequate if the budget is not real- 
istic in terms of what clients actually have to 
pay for shelter. Certainly an allowance still fur- 
ther below an already too low level may become 
tragic in its effect on the whole standard of liv- 
ing. 

Unmet Clothing Needs. The small expendi- 
tures recorded for clothing among the families 
studied can be partially explained by the fact 
that the weather was warm during the period 
when the data were assembled and cotton clothes 
suitable for summer were available from the 
W.P.A. sewing project. Even so, in the majority 
of cases clothing needs were cited—some of them 
extreme. Moreover, these small expenditures 
take on new proportions in relation to their ef- 
fect upon an already meager total allowance and 





TABLE 5. STUDY OF 512 C.R.A. FAMILIES: 
EXPENDITURES FOR CLEANING SUPPLIES 
AUGUST OR SEPTEMBER, 1939 


Number of Pct. of 

Families Families 

Amount Spent for Spending Spending 

Cleaning Supplies Specified Specified 

Per Persons Per Month « Amount Amount 
eR SUNN AO COMER 60. 5 spe wceieiinie's he 135 26.4 
Gly SOU GOERS bc iss oiccoumat xceeee vine nee 115 22.5 
Less than 20 cents...... Mier Matera enc ok te 172 33.6 
90 17.5 


Oe UNM Coin digg 8 scle heom need evcee ee 


TABLE 6. STUDY OF 512 C.R.A. FAMILIES: 
CLOTHING EXPENDITURES AUGUST OR 
SEPTEMBER, 1939 


Number of Pct. of 

Families Families 

Amount Spent for Spending Spending 

Clothing Per Specified Specified 

Family Per Month Amount Amount 
BPO SOROE Bass ok ents taseentumee 3 4. 
ROIQG- £9 9035 Ass IUNES,. te a Se 4 8 
BOs OD recess hic. ck Cuts sie wan outed 34 6.6 
OE eS RET POE be OP eT 20 4.0 
ON Ds es as ie ene eka e 4-3/ale 17 3.3 
VA Gees. ce MR NICS SCR carer are i 36 7.0 
Fe ray Sire Weta ener er a 52 10.2 
MMRG ANS STON 9 v5 veces ve cis teins 52 10.2 
NDE Se ctl ie ald aia te eR Ge OL Es Ae eeEN 294 57.4 
16 3.1 
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to the food allowance: which must of necessity 
be robbed if these unbudgeted needs are met. 
Such expenditures will necessarily be larger now 
if clothing suitable for winter is purchased, such 
as stockings, warm underwear, coats and suits. 
These are not available through the sewing 
project. 

Unless clothing becomes an item allowed in the 
budget families will suffer, Even necessary pur- 
chases made at the expense of the food allow- 
ance will not be sufficient to meet clothing needs 
for the winter months. 

Present Allowance in Relation to Other Neces- 
sities. The study has shown that families have 
purchased cleaning supplies and personal inci- 
dentals even though these items were not bud- 
geted. The present relief policy fails to make 
any provision for these items and only meagerly 
meets the needs for household equipment and 


supplies. Unless these essential family needs 


are regularly budgeted they will continue to be 





TABLE 7. STUDY OF 512 C.R.A. FAMILIES: 
FREQUENCY OF EXPENDITURE FOR MIS- 
CELLANEOUS ITEMS, AUG. OR SEPT., 1939 


Number of Families Pct. of Families 


Purchasing Purchasing 
Items Specified Items Specified Items 
TYaHODORTANION C6 oC cneees vetaes 103 20.1 
POM oss aqns avec anette crates 25 4.9 
WBONOGE MINOR 6 i.e ocean nensmas aces 18 3.5 
NOUR. cee gckvics ccceserecudeets 11 2.1 
ROMGMNEE Ci ce Cavcecbatetschoineneen 11 2.1 
REGGE Fis Sos wd secsevendovenss Y 1.4 
Re VONRES 2 cco ccotine bes vadec one 5 1.0 
Toaled -avtie et... ak cee ees § 1.0 
CRM» dicks sane bekeccdkssuccaxrs 4 8 
NE ec a creck ecce«ensce ae 4 8 
Sewing supplies .....<5.ccsesss cee + 8 
NeMANONEN Ic 8c ant de oacevns ene 3 6 
on Ie RAE aaa CM as Fee RET tee ee 3 6 
Geek duias thqeste nadia cxetobes come 2 4 
WAWCOUE  ecucceymccerauets eters 2 4 
Be, ee eer ee ee 2 4 
CHOI oe ced ivick Ga. Coe cate R etna 27 5.3 


(Baby buggy, baby crib, baby needs, candy, clock, cooking 
utensils, cosmetics, curtains, dentist, dishes, doctor, dog food, 
frying pan, furniture bill, glasses repaired, lamp, matches, mov- 
ing, paint, payment on farm, razor blades, tailoring, toaster, 
towels, wash boiler, washing machine, x-ray of ear.) 


TABLE 8. STUDY OF 512 C.R.A. FAMILIES: 


FREQUENCY OF OCCURRENCE OF DEBTS, 
AUGUST OR SEPTEMBER, 1939 


Items for Which No. of Families Pct. of Families 
Debt was Incurred Incurring Debts Incurring Debts 


NOG pias ceeeseus cesee catedainde 269 

Bodie suse ecco saunde te ios ae 228 44.5 
Fetal for cooking. « « 6:00:06 00:00 00% 127 24.8 
Poel foe Venting... scicccccacxss 149 29.1 
CEE aan Cas Ka ew aledcia wea 16 3.1 
Teer) cenceccarens Daktencuies 14 2.7 
Total cases with debt........... 396 77.3 
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purchased with money allowed for more basic 
needs, especially food, 

A food allowance adequate in itself dwindles 
lo startling inadequacy unless all necessary ex- 


penditures are provided for at an adequate level. 





EDUCATIONAL COMMITTEE 


January and February, 1940 


SPEAKERS BUREAU 

85—Public meetings were addressed by doctors 
scheduled through the Educational Committee. The 
subjects presented indicate the type of program popular 
with the laity. 

Health of the Business Woman 


Infantile Paralysis 
The Adolescent—and other talks on child care 


Socialized Medicine 
Our Social Disease Problem 


The Wagner Act 

Allergy 

Cancer Control 

Streamlining Motherhood 

Pneumonia Precautions 

Maintaining Mental Health 

Dietary Indiscretions 

The Skin and Cosmetics 

Colds and Sinus Disease 

Particularly interesting are the reports which came 
in about talks on Socialized Medicine,— 

“Excellent. Fine material and brought out points 


and information we could not get from the newspapers.” 


“A fine presentation which gave the men something 
to think about.” 


RADIO 

35—Programs were given over Chicago Stations, 
representing a total of 525 minutes or 8 hours and 45 
minutes, Stations used were WGN, WJJD and WHIP, 
Copies of the talks were sent to downstate societies 
sponsoring programs over local stations, 

Special publicity was given to these health prograins 
and monthly announcements of the programs sent to a 
mailing list of about 2,000. 

The Committee assisted in giving special publicity 
to the talk on Socialized Medicine given by Dr. Pres- 
ton Bradley for two branches “of the Chicago Medical 
Society. Announcements of the broadcast of this talk 
were sent to officers of county medical societies as well 
as to laymen. 

SCIENTIFIC SERVICE 

The Scientific Service Committee receive an increas- 
ing number of requests from county societies, 

88—Scientific papers were scheduled for January 
and February by the Committee, 


Subjects requested were as follows: 
12—Pneumonia 


18—Obstetrics 


15—Pediatrics 
2—Medical Economics 
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4—Orthopedic 
1i—Mental Hygiene 
4—Migraine 
6—Surgery 
8—Gastro-Intestinal 
i—Oral Surgery 
1—Chest Surgery 
6—Dermatology 
3—Endocrinology 
2—Pathology 


1—X-Ray 
1—Urology 
i—kEye 


2—Cancer 

The Committee wishes to report that mimeographed 
copies were made of the talks given at the Post-Gradu- 
ate Conference, Urbana in December. These were sent 
with the Compliments of the Educational and Post- 
Graduate Education Committees to all mén attending 
that Conference. They were favorably received. 

The Committee assisted the Ravenswood Hospital of 
Chicago in arranging a Clinical Conference on Janu- 
ary 31st. This Conference had an attendance of more 
than 150 doctors. 

The third Post-Graduate Education Conference 
sponsored by the State Medical Society was scheduled 
for March 7th at DuQuoin, Illinois. 


MISCELLANEOUS 
Letters were sent to 200 principals of high schools 


in Illinois offering the services of the Educational Com- 


mittee for assembly programs in commemoration of 
the 100th Anniversary of the Illinois State Medical 
Society. 

Two publications of the National Physicians’ Com- 
mittee were sent to more than 1,500 individuals on the 
mailing list of the Educational Committee. 

ANNUAL MEETING 


Hall of Health— 


The Committee sent letters to all prospective ex- 
hibitors for the Hall of Health and to date has 25 
applications for space. A follow up has been sent with 
a request that all appfications be mailed immediately 
and it is expected that the number will be much larger 
than last year. 

Publicity— 

1,500—Copies of a story on “A Hundred Years Old” 
have gone to newspapers and laymen in the State. 

The Committee suggested a special Sunday supple- 
ment for one of the Peoria newspapers prior to the 
meeting. Two newspapers will carry the supplement. 

Picture Gallery— 

Letters were sent to officers of county medical 
societies urging them to secure photographs and in- 
teresting information about medical pioneers in their 
localities. These will be sent to Dr. Camp for exhibit 
at the Hall of Health and later added to the perma- 


nent collection of the Illinois State Medical Society. 


SPECIAL MEETINGS 


The Committee was represented at a conference of 


Summer Round-Up Chairmen of the Chicago district 
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of the Illinois Congress of Parents and Teachers, Doc- 
tor George L. Drennan and Miss McArthur were both 
asked to participate in the program. 

Letters were sent to the Branch Officers of the 
Chicago Medical Society telling them about the Sum- 
mer Round-Up campaign sponsored by the Parent 
Teacher Association and suggesting their cooperation. 

The Secretary attended a meeting of the Cancer 
Committee of the State Medical Society. 

An exhibit was arranged for the Dental Meeting at 
the Stevens Hotel, 


NEWSPAPER SERVICE 


Press articles written and approved: 
We Honor a Great Benefactor 


Head Injuries 

Nephritis 

A Hundred Years Old 

The Life of Paul Ehrlich 

Have a Heart 

Hypertension 

Cardiac Irregularities 

Abdominal Pain in the Child 

One Hundred Years of Progress in Medicine 
Scarlet Fever. 

Pneumonia Control 

Are You Anemic ? 

Respiratory Infections 

670—Health columns to newspapers downstate 
98—Health columns to Chicago newspapers 


1,143—Editorial style health columns to newspapers 
912—-Health articles to hospitals 


952—Health articles to libraries 
9,982—Health articles to lay list of teachers, health 


leaders, etc. 

1,500—Announcements released about Dr. 
broadcast 

500—Notices sent concerning February 7th meeting 
Chicago Medical Society 

1,180—Invitations sent to doctors 
Hospital meeting 

100—Posters of Ravenswood meeting to hospitals 
and medical schools 

1,500—Booklets on “Priceless Heritage” published by 
National Physicians’ Committee sent to lay 


list. 
PUBLICITY FOR COUNTY MEDICAL 


SOCIETIES 
36—Releases for Effingham 


49—Releases for Whiteside 

40—Releases for Knox 

62—Releases for LaSalle 

5?—Releases for Lee 

59—Releases for Bradley lecture 

59—Releases for Ravenswood meeting 

15—Releases for Ravenswood meeting for medical 
bulletins 

8—Releases for North Shore meetings 

43—Releases for Henry 


75—Releases for McLean 
86—Releases for DuQuoin Post-Graduate Conference 


Bradley’s 


for Ravenswood 
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SERVICE TO COUNTY MEDICAL SOCIETY 


300—Pneumonia Handbooks sent to officers of all 
county medical societies and officers of Branch of Chi- 


cago Medical Societies. 
Notices of County Medical Society Meetings sent 


to doctors’: 
158—-Notices sent for Effingham County 


466—Notices sent for Knox 

243—-Notices sent for Whiteside 

600—Notices sent for LaSalle 

100—Notices sent for Lee 

143—Notices sent for Perry 

122—-Notices sent for Jefferson-Hamilton 

162—Notices sent for Henry 

Letters were sent to all secretaries of county med- 
ical societies re suggestions for program for Secre- 


Conference at the Annual Meeting. 


Respectfully submitted, 
Jean McArthur. 


taries 





IT IS INCREDIBLE THAT ANY PHYSICIAN 


CAN DIAGNOSE AND PRESCRIBE AT THE 
RATE OF FOUR OR FIVE A MINUTE 


The Westchester Medical Bulletin, under the head- 
ing “SPEED AND EFFICIENCY Noted Under 
State Medical Plan,” says: 

A taste of what medical care may become under gov- 
ernmental auspices is found in a dispatch by the Inter- 
national News Service under an Albany date line on 
January 20th. This item, published in the Journal 
American, relates to an inspection report, sharply criti- 
cizing the existence of a “pill clinic” at the Rikers 
Island Penitentiary, issued by the State Commission 


of Correction. 
According to the inspection report an inspector for 


. . . . ‘ ‘ 
the Commission found that inmates reporting to sick- 
call clinics on the day of inspection, October 20, 1930, 


were handled at the rate of four or five a minute. 


> 


“Prisoners form two columns,” the report said, “and 


as they pass a table they are given a prescription blank 
which they take to a physician who sits at a table 
near the entrance to the examination room of the 
clinic. 

“As the prisoners pass in, they tell him what their 
ailment appears to be and he, without any examina- 
tion whatever, writes a prescription, scribbling it so 
quickly that the nurse who hands out the pills from 
a tray which he has on a table in front of im could 
not’in a number of instances read the prescription. 

“In a few instances, where the inmate’s complaints 


seem to warrant further examination, the doctor 
directed an examination which was conducted by an- 


other physician in the examination room. After the 
close of the clinic it was found by a count of the pre- 
scriptions handed out that one hundred twenty men 
had passed through within an hour.” The inspector 
added a cryptic comment to the effect that “it appears 
that such treatment can be of little if any value, as 


it seems incredible that any physician can diagnose 


and prescribe at that rate.” 
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NEW COMMITMENT STATUTE FOR ILLINOIS 
PREPARED BY THE ASSOCIATION 
OF FORMER PATIENTS 


The Executive Committee of Recovery, the Asso- 
ciation of Former Patients of the Psychiatric Institute 
of the Illinois Research and Educational Hospitals, an- 
nounces the completion of the preliminary draft of a 
new commitment statute. The statute was prepared 
with the aid of faculty members of Northwestern Uni- 
versity Law School and will be submitted to leading 
psychiatrists and jurists for criticism and suggestions. 
After its final revision has been effected, it will be 
introduced in the next regular session of the Illinois 
legislature, The main features of the proposed statute 
are the abolition of court action and the elimination 
of the “court record.” Under the new plan a patient, 
after proper certification by two physicians, will be 
admitted to a state hospital without petition, writ, or 
trial. The hospital staff will be required to make an 
examination within ten days of admission and to send 
a report to a State Board of Supervisors composed of 
physicians, lawyers, and lay people. 

The Recovery Association was founded November, 
1937, by thirty patients who were discharged from 
the Psychiatric Institute as recovered. Today it com- 
prises as dues paying members close to one hundred 
and fifty former patients and upwards of five hundred 
relatives and friends. The Association publishes the 
bi-monthly journal, Lost and Found, in which the ad- 
justment problems confronting the recovered patient 
are discussed. Recovery has the endorsement of the 
University of Illinois, the State Department of Pub- 
lic Welfare, the Illinois Psychiatric Association, and 
the Illinois Society for Mental Hygiene. Inquiries 
should be addressed to Recovery, 1819 West Polk 
Street, Chicago, Illinois. 





“THE FOUNDATION PRIZE” OF THE AMERI- 
CAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOM- 
INAL SURGEONS 


Rules Governing the Award 


(1) “The award, which shall be known as ‘The 
Foundation Prize,’ shall consist of $150.00.” 

(2) “Eligible contestants shall include only (a) in- 
terns, residents, or graduate students in Obstetrics, 
Gynecology or Abdominal Surgery, and (b) physicians 
(with an M. D. degree) who are actively practicing 
or teaching Obstetrics, Gynecology or Abdominal Sur- 
gery.” 

(3) “Manuscripts must be presented under a nom- 
de-plume, which shall in no way indicate the author’s 
identity, to the Secretary of the Association, together 
with a sealed envelope bearing the nom-de-plume and 
containing a card showing the name and address of 
the contestant.” 

(4) “Manuscripts must be limited to 5,000 words, 
and must be typewritten in double-spaceing on one 
side of the sheet. Ample margins should be pro- 
vided. Illustrations should be limited to such as are 
required for a clear exposition of the thesis.” Submit 
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three copies of thesis and illustrations to Secretary. 

(5) “The successful thesis shall become the property 
of the Association, but this provision shall in no way 
interfere with publication of the communication in the 


journal of the author’s choice. Unsuccessful contribu- 
tions will be returned promptly to their authors.” 


(6) “All manuscripts entered in a given year must 
be in the hands of the Secretary before June 1st.” 


(7) “The award will be made at the Annual Meet- 
ings of the Association, at which time the successful 
contestant must appear in person to present his con- 
tribution as a part of the regular scientific program, 
in conformity with the rules of the Association. The 
successful contestant must meet all expenses incident 
to this presentation.” 

(8) “The President of the Association shall annually 
appoint a Committee on Award, which, under its own 
regulations, shall determine the successful contestant 
and shall inform the Secretary of his name and ad- 
dress at least two weeks before the annual meeting.” 

For further information, write Jas. R. Bloss, M. D,, 
Secretary, 418 Eleventh Street, Huntington, W. Va. 





WOMAN’S AUXILIARY TO THE ILLINOIS 
STATE MEDICAL SOCIETY 


National Convention Notice 


The 18th Annual Convention of the Woman’s Auxil- 
iary to the American Medical Association will be held 
in New York City, June 10-14, 1940, with headquar- 
ters in the Hotel Pennsylvania. In view of the fact 
that the second edition of the World’s Fair will ac- 
celerate advance hotel reservations, it is urged that 
reservations be made immediately through the Hous- 
ing Bureau which has been set up by the American 
Medical Association, namely, Dr. Peter Irving, Room 
1036, 233 Broadway, New York City. 

. Mrs. Carlton F. Potter, 
Chairman, Arrngements Com. 
Mrs. C. W. Stuart, 
Press & Publicity Chairman. 





County News 


It is a real pleasure to announce that two new 
Auxiliaries have been organized and now take their 
places as members of our State Society. The greatest 
asset in achieving the results for which we are striv- 
ing is that of increasing our membership. Much has 
been accomplished, more good work is to be done, and 
as new groups of active workers step forward to 
share with the many problems, so worthy and of 
stressing importance. We welcome them, not in the 
hopes of our load being lighter but in the hopes that 
our work will be more thoroughly done. 

The new organizations and their officers are: 


Jefferson-Hamilton County. 
President—Mrs. G. M. Parker, Mt. Vernon, III. 
Vice-Pres.—Mrs. E. Maurice Smith, Mt. Vernon, III. 
Treasurer—Mrs. C. Dixson, Mt. Vernon, III. 
Secretary—Mrs. C. J. Anslinger, Mt. Vernon, Ill. 
Historian—Mrs. Harry Thompson, Mt. Vernon, IIl. 
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Madison County. 
President—Mrs. C. W. Emons, Alton, Il. 
Vice-Pres.—Mrs. E. W. Wilson, Troy, Ill. 
Rec. Secy.—Mrs. E. H. Theis, Granite City, Il. 
Treasurer—Mrs. W. J. Reuter, Bethalto, Ill. 
Historian—Mrs. D. M. Roberts, Alton, III. 
Mrs, C. W. Stuart, 


Press and Publicity Chmn. 


Public Relations 

The public relations program for 1939-1940 was 
planned to 

(1) Create good will for the organization ; 

(2) Build public opinion which is correctly  in- 
formed as to its aims; 

(3) Produce confidence in the integrity and ability 
of the organization to fulfill its obligations to the 


community in which it functions. 

To carry out this program, special consideration was 
given to two objectives: 

(a) To acquaint the public with the means of ac- 
quiring authentic information on health; 

(b) To present the attitude and aims of the Amer- 
ican Medical Association on national health issues. 

At this time, certain lay organizations are being 
solicited by officers of the organizations, or by indi- 
vidual members to endorse the Wagner Bill, or some 
similar measure, and to communicate this action to 
their respective representatives in Congress. The need 
for advising careful consideration on all legislation 
pertaining to health, rather than blanket endorsement, 
should be emphasized again and again before mem- 
bers of lay organizations during the coming months. 

Questionnaires will be sent out, in the near future, 
to facilitate the work of a public relations survey. 
The purpose of the survey is to determine the type 
of public relations work done in each community and 
the amount of interest shown in the work. 

Mrs. Frank Murphy, 
State Public Relations Chmn. 

Mrs. C. W. Stuart, 
State Press and Publicity Chmn. 





THE NEW WESLEY MEMORIAL HOSPITAL 

The Trustees of Wesley Memorial Hospital have 
announced that the construction of the new Wesley 
Memorial Hospital building, the foundations and sub- 
structure of which were finished two years ago, will 
proceed this coming spring. This building has been 
made possible through the generosity of Mr. George 
Herbert Jones, a Trustee of Wesley whose gift to the 
hospital will amount to more than three millions of 
dollars. It is also the desire of Mr. Jones that labor 
be benefited in this period of unemployment in the 
Building Industry. 

The erection of this magnificent building on the down 
town campus of Northwestern University will be a 
very important addition to the rapidly growing North 
Side. The Hospital will represent the very last word 
in hospital design and construction. Much study has 
been given to the development of the Hospital as a 
Community Health Center. The new Hospital will re- 
tain all of the virtues of the early Nursing Home type 
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of hospital, but will have in addition all of the latest 
improvements in diagnostic and treatment facilities. It 
is the purpose of the Donor and the Board of Trustees 
to make Wesley a Community Center from which will 
emanate knowledge concerning advances in medical sci- 
ence. Lectures by the Staff Members will be given to 
professional groups and at regular intervals distin- 
guished speakers from other Hospitals and other cities 
will assist the Staff in lectures to the Lay Public. 

The Hospital will have facilities for the care of 
charity patients, but there has been a decided effort 
made by the Hospital Authorities to design the Hos- 
pital so that it will offer the finest of care and accom- 
modations to persons of moderate means. It has been 
felt that the rich and poor have both been better pro- 
vided for than the so-called white-collar patient. 

Wesley Memorial Hospital is affiliated with North- 
western University. 

DEPARTMENT OF PUBLIC HEALTH 
February 16, 1940. 

Illinois Medical Society 
30 North Michigan 


Chicago, Illinois. 
Dear Sir: 


Following is a list of newly approved laboratories 
for publication in your journal: 


Approved for Pneumonia Typing 


Alexian Brothers Hosp. Laboratory, 1200 Belden 
Avenue, Chicago. 

Columbus Hospital Laboratory, 2548 N. Lakeview 
Avenue, Chicago. 

Henrotin Hospital Laboratory, 939 N. LaSalle Street, 
Chicago. 

The Illyes Laboratory, Gee Building, Lawrenceville. 

Ingalls Memorial Hospital, 155th and Page Avenue, 
Harvey. 

McLeansboro Hospital Laboratory, McLeansboro. 

Metro Laboratories, 1 N. Pulaski Road, Chicago. 

Dr. A. W. Modert, Clinical and X-ray Laboratory, 
100114 Broadway, Mt. Vernon. 

St. Bernard’s Hospital Laboratory, 6337 
Avenue, Chicago. 

St. Elizabeth Hospital 
Avenue, Granite City. 

St. Francis Hospital Laboratory, 513 Elliott Street, 
Kewanee. 

E. J. Shalgos, M. D., Clinical Laboratory, 1555 W. 
79th Street, Room 223, Chicago. 

Attached is a list of laboratories approved for pre- 
marital tests. 


Harvard 


Laboratory, 2100 Madison 


Yours very truly, 
H. E. McDaniets, Ph.D., 
Co-ordinating Bacteriologist. 





NEWLY APPROVED LABORATORIES 
February 16, 1940 
** Alexian Brothers Hospital Laboratory, 1200 Bel- 
den Avenue, Chicago. 
*Dr, Paul Ashley’s Laboratory, 24 Illinois Street, 
Chicago Heights. 
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*Beverly Clinical Laboratory, 1713 W. 95th Street, 

Chicago. 
*Brokaw Hospital Laboratory, Franklin Avenue, 

Normal. 


*P, V. Dilts, M. D., Office, 10134 E. Washington, 
Pittsfield. 

*Hale Willard Memorial Hospital Laboratory, 604 
S. Main Street, Anna. 

*Henrotin Hospital 
Street, Chicago. 

Highland Hospital Laboratory, 1625 S. State Street, 
Belvidere. 

Howard Laboratory, 5 S. Wabash Avenue, Chicago. 

*Tllinois Soldiers’ & Sailors’ Children’s Hospital, 
Beech and Lincoln Streets, Normal. 

*Laboratory Suite 923, 104 S. Michigan Avenue, 
Chicago. 

Medical Research Laboratories, 25 E. Washington 
St., Rm. 1308, Chicago. 

H. M. Richter, M. D., Laboratory, 6 N. Michigan 
Avenue, Chicago. 

*Dr. Stein’s Laboratory, 310 S. Michigan, Chicago. 

*Student Health Service Laboratory, U. of C., 950 
E, 59th Street, Chicago. 

United Air Lines, Medical Dept. Laboratory, 5959 
S. Cicero Avenue, Chicago. 


Laboratory, 939 N. LaSalle 


**Kahn only. 
*Gc only. 





SECTIONAL MEETING, AMERICAN COLLEGE 
OF SURGEONS, DETROIT 


A Sectional Meeting of the American College of 
Surgeons will be held in Detroit, Michigan, with head- 
quarters at the Statler Hotel, on April 1, 2 and 3. The 
states of Michigan, Ohio, Indiana, Illinois. and Wis- 
consin and the province of Ontario will participate. 

General outline of the program: 


Monday, April 1 


7 :30-10 :00—Registration and general information. 

8 :30-11 :00—Operative and non-operative clinics, gen- 
eral surgery and the surgical specialties, at local hos- 
pitals. 

10 :00-12 :30—Hospital conference. 

11 :30-12 :30—Midday panel discussions: abnormal uter- 
ine bleeding; cranio-cerebral injuries; delayed union 
and non-union of fractures; sinusitis. 

1:00-2 :00—Medical motion pictures, general surgery. 

2:00-4 :00—Afternoon panel discussions: intestinal ob- 
struction; prevention of postoperative complications ; 
stomach surgery; surgical abdominal complications 
of pregnancy; blood transfusion and the blood bank. 

2 :00-5 :00—Hospital conference. 

2 :00-5 :00—Medical motion pictures, eye, ear, nose and 
throat surgery. 

4:00-5 :00—Medical motion. pictures, general surgery. 

5 :00-5 :30—Meeting of Fellows. 

5. :30-6 :00—Meetings: State and Provincial Executive 
Commissees, Credentials Committees, Judiciary Com- 
mittees. 

7 :00-8 :00—Medical motion pictures, general surgery. 
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7 :30-8 :00—Medical motion pictures, eye, ear, nose and 
throat surgery. 

8 :00-10 :00—Scientific meeting, general surgery. 
8 :00-10 :00—Hospital conference. 


Tuesday, April 2 


7 :30-10 :00—Registration and general information. 

8 :00-9 :30--Breakfast conference for hospital execu- 
tives. 

8:00-11 :00—Operative and non-operative clinics, gen- 
eral surgery and the surgical specialties, at local 
hospitals. 

10 :00-12 :30—Hospital conference. 

11 :30-12 :30—Midday panel discussions; intra-oral can- 
cer; congenital dislocation of the hip; hand injuries; 
glaucoma. 

12. :30-2 :00—Luncheon, Governors of the College. 

1 :00-2 :00—Medical motion pictures: general surgery, 
eye, ear, nose and throat surgery. 

2 :00-4 :00—Afternoon panel discussions ; arthritis ; bil- 
iary tract surgery and the bad risk patient; carcinoma 
of the colon; treatment of infections of the genito- 
urinary tract; toxemias of pregnancy. 

2 :00-4 :00—Scientific meeting, eye surgery. 

2 :00-4 :00—Scientific meeting, ear, nose and_ throat 
surgery. 

2 :00-4 :00—Hospital 
local hospitals. 

4:00-6 :00—Conference on Graduate 
Surgery. 

4 :00-6 :00—Medical motion pictures; general surgery; 
eye, ear, nose and throat surgery. 

6 :30-8 :00—Dinner, Fellows of the College, Guests, 
and others attending. 

8 :00-10 :00—Scientific meeting, general surgery. 

8 :00-10 :00—Scientific meeting, eye surgery. 

8 :00-10 :00—Scientific meeting, ear, nose and_ throat 
surgery. ; 

8 :00-10 :00—Motion pictures for hospital personnel. 


Wednesday, April 3 


Ann Arbor Day—Transportation from Hotel Statler, 
Detroit, to University Hospital, Ann Arbor, by bus. 
9 :30-10 :30—University Hospital—clinico-pathological 
conference on neoplasms. 

10 :30-11:30—Tumor clinic—University Hospital. 

11 :30-11:45—Surgical treatment of hypertension—Uni- 
versity Hospital. 

11 :45-12 :00—Subdural 
pital. 

9 :30-12 :00—Conference on obstetrics, gynecology, urol- 
ogy—University Hospital. 

9 :30-12 :00—Conference on diseases of thorax and 
bone—University Hospital. 

9 :00-12 :00—Conference on ophthalmology and _oto- 
rhinolaryngology—University Hospital. 

9 :30-12 :00—Conference on postoperative care and 
complications—University Hospital. 

9 :30-12 :00—Conference on general surgical and allied 
subjects—University Hospital. 

12 :15-1:45—Luncheon—Fellows and Guests—Michigan 
League Ballroom. 

2 :00-4 :00—Conference on general surgical and allied 


conference—Demonstrations in 





Training for 


hematoma—University Hos- 
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subjects—Horace H. Rackham School of Graduate 
Studies (buses leave for Detroit at 4:00). 

Detroit. 

8 :00-9 :30—-Hospital conference; breakfast. 

10 :00-12:00—Group conference—Hospital standardiza- 
tion, administration, and management. 

12 :30-1:30—Luncheon for hospital representatives. 
2:00-4:30—Group ‘conference—Hospital Standardiza- 
tion, administration and management. . 
7 :00-10 :00—Medical motion pictures, general surgery. 
8 :00-10 :00—Meeting on health conservation. 

* ok x 

Distinguished surgeons from various parts of the 
country will address the sessions. Among: them will 
be the president of the College, Dr. George P. Muller 
of Philadelphia, and the vice-chairman of the Board 
of Regents, Dr. Arthur W. Allen of Boston. 

The 27 approved hospitals of Detroit provide excel- 
lent facilities for the series of operative and non-oper- 
ative clinics in general surgery and the surgical ‘spe- 
cialties which will be held during the first two days 
of the meeting. The third day will be “Ann Arbor 
Day”; buses will leave the hotel in Detroit in the 
morning for Ann Arbor, and clinics, demonstrations 
and conferences will be held at the University Hospital 
there from 9:30 until noon. A luncheon for Fellows 
and guests will follow at the Michigan League Ball 
Room. In the afternoon in the main amphitheater of 
the Horace H. Rackham School of Graduate Studies, a 
conference will be held on general surgical and allied 
subjects. , 

In addition to the clinics and clinical demonstrations 
and conferences at the hospitals, scientific sessions, 
conferences and panel discussions will be held at .the 
headquarters hotel. A tentative list of speakers, with 
their subjects when these have been definitely decided, 
follows : 

Scientific Meetings—General. Surgery 

George P. Muller, Philadelphia; Roscoe R. Graham, 
Toronto; Howard K. Gray, Rochester, Minn.; Frank 
E. Adair, New York; Arthur W. Allen, Boston— 
“Gall Bladder and Common Duct Surgery. Michael 
L. Mason, Chicago—“Repair of Cutaneous Contractures 
of the Hand.” Frank H. Lahey, Boston—“Intra and 
Extra Pleural Diverticula of the Esophagus.” Vernon 
C. David, Chicago—‘Polyps of the Large Bowel; 
Their Pathology and Relationship to Cancer.” 

Scientific Meeting—Eye Surgery 

A. D. Ruedemann, Cleveland; William L. Benedict, 
Rochester, Minn.; F. Bruce Fralick, Ann Arbor; Sam- 
uel J. Meyer, Chicago. 

Scientific Meeting—Ear, Nose and Throat Surgery. 

Louis H. Clerf, Philadelphia; Walter Deam, Louis- 
ville; Carl H. McCaskey, Indianapolis; Perry G. Gold- 
smith, -Toronto; Albert C. Furstenberg, Ann Arbor. 
"Panel Discussions 

Abnormal Uterine Bleeding: Leader, Norman F. 
Miller, Ann Arbor; Collaborators, George Kamper- 
man, Jean P. Pratt and Milton A. Darling of Detroit. 

Craniocerebral Injuries: Leader, Harry E. Mock, 
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Chicago; Collaborators, Max Minor Peet, Ann Arbor; 
Eric Oldberg, Chicago; David Cleveland, Milwaukee; 
Frederic Schreiber and- Albert S. Crawford of Detroit. 

Delayed Union and Non-union of Fractures: Leader, 
Robert H. Kennedy, New York; Collaborators, Fraser 
B. Gurd, Montreal; John A. Caldwell, Cincinnati; Al- 
fred D. LaFerte, Detroit. 

Sinusitis: Leader, Carl H. McCaskey, Indianapolis; 
Collaborators, Perry G. Goldsmith, Toronto; Albert C. 
Furstenberg, Ann Arbor; J. Milton Robb, Burt R. 
Shurly, and H. Lee Simpson of Detroit. 

Intestinal Obstruction: Leader, Charles B. Puestow, 
Chicago; Collaborators, Charles G. Johnston, Detroit; 
Walter G. Maddock, Ann Arbor; Elmer R. Arn, Day- 
ton; Carl R. Steinke, Akron. 

Prevention of Postoperative Complications: Leader, 
Erwin R. Schmidt, Madison; Collaborators, Edward 
J. O’Brien, Richard M. McKean, Frank Hartman and 
Francis J. Murphy of Detroit. 

Stomach Surgery: Leader, George P. Muller, Phila- 
delphia; Collaborators, Roscoe R. Graham, Toronto; 
Roy D. McClure and C. Fremont Vale, Detroit; Henry 
K. Ransom, Ann Arbor. 

Surgical Abdominal Complications of Pregnancy: 
Leader, Arthur H. Bill, Cleveland; Collaborators, 
Ward F. Seeley, Detroit; Henry F. Beckman, Indian- 
apolis; Harold A. Furlong, Pontiac; Norman R. 
Kretzschmar, Ann Arbor. 

Blood Transfusion and the Blood Bank: Leader, 
Raymond W. McNealy, Chicago; Collaborators, John 
Scudder, New York; Osborne A. Brines and Warren 
B. Cooksey, Detroit. 

Intra-oral Cancer: Leader, Frank E. Adair, New 
York; Collaborators, Willis D. Gatch, Indianapolis; 
Rollin H. Stevens, Arthur B. McGraw, and Harry C. 
Saltzstein of Detroit. 

Congenital Dislocation of the Hip: Leader, Joseph 
A. Freiberg, Cincinnati; Collaborators, Frederick C. 
Kidner, Detroit; George A. Ramsay, London, Ont. 

Hand Injuries: Leader, Michael L. Mason, Chicago; 
Collaborators, James M. Winfield, Detroit; George E. 
Wilson, Toronto. 

Glaucoma: Leader, William L. Benedict, Rochester, 
Minn.; Collaborators, A. D. Ruedemann, Cleveland; 
Don M. Campbell, Detroit; Francis B. Fralick, Ann 
Arbor. 

Arthritis: Leader, Carl E. Badgley, Ann Arbor; 
Collaborators, Russell L. Haden, Cleveland; Philip H. 
Kreuscher, Chicago; Herman C. Schumm, Milwaukee. 

Biliary Tract Surgery and the Bad Risk Patient: 
Leader, Arthur W. Allen, Boston; Collaborators, Rob- 
ert S. Dinsmore, Cleveland; Henry J. Vanden Berg, 
Grand Rapids; Clark D. Brooks, Detroit; Charles B. 
Puestow, Chicago. 

Carcinoma of the Colon: Leader, Frank H. Lahev 
Boston; Collaborators, Thomas E. Jones, Cleveland; 
Vernon C. David, Chicago; Louis J. Hirschman, De- 
troit. é 

Treatment of Infections of the Genito-urinary Tract: 
Leader, Herman L. Kretschmer, Chicago; Collab- 
orators, Charles C. Higgins, Cleveland; Homer G. 
Hamer, Indianapolis; Reed M. Nesbit, Ann Arbor; 
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Harry W. Plaggemeyer and Frederick H. Cole, De- 
troit. 

Toxemias of Pregnancy: Leader, Roland S. Cron, 
Milwaukee; Collaborators, James H. Bloomfield, Chi- 
cago; Archibald D. Campbell, Montreal; Harold Hen- 
derson, Detroit; Walter Brand, Toledo. 

Hospital conferences will also be held throughout the 
three days of the meeting. These will coyer a wide 
variety of subjects of interest to hospital personnel. 
There will be formal meetings, round table and panel 
discussions, a special program of medical motion pic- 
tures on hospital topics, and special demonstrations of 
procedures in the local hospitals. Two breakfast con- 
ferences will be held for hospital representatives on 
Tuesday and Wednesday mornings which will present 
exceptional opportunity for informal discussion of hos- 
pital problems. 

At the headquarters hotel there will be educational 
and scientific exhibits and showing of motion pictures 
portraying surgical and hospital procedures. Daily bul- 
letins will be issued listing the various sessions, con- 
ferences, clinics and other events of each day. 

The meeting will close with a session in the Masonic 
Temple, open to the public, on the subject of ‘“Con- 
servation of Health.” 

The medical profession at large, as well as hospital 
trustees, superintendents, pathologists, dietitians and 
other hospital executive personnel, will find much to 
interest them in the varied program at this meeting. 
Members of the State Medical Association are most 
cordially invited to attend. There will be no registra- 
tion charge. 

Illinois State Executive Committee : 
Carl D. Black, M. D., Chairman; 
Michael L. Mason, M. D., Secretary ; 
John A. Green, M. D., Counselor ; 
James S. Mason, M. D., Counselor. 
MEETING OF IOWA AND ILLINOIS CENTRAL 
DISTRICT MEDICAL ASSOCIATION 

The quarterly spring meeting of the Iowa and Illi- 
nois Central District Medical Association will be held 
Thursday, March 28, at the New Harper House in 
Rock Island, Illinois. 

A short paper will be delivered by Dr. S. P. Durr 
of Rock Island on “Difficulties in the Diagnosis of 
Empyema.” 

Dr. Charles R. Austrian, associate professor of 
medicine at the Johns Hopkins University School of 
Medicine, will deliver an address on “The Diagnosis 
and Treatment of Some Chronic Non-Tuberculous Pul- 
monary Infections.” 

A dinner will be served at 6:30 P. M., preceding 
the meeting. 

James Dunn, M. D., Secretary. 





RED CROSS TO ENROLL MEDICAL TECH- 
NOLOGISTS FOR MILITARY RESERVE 
The American Red Cross announces that at the re- 
quest of the Surgeon General of the Army and in 
compliance with its policy of cooperation with both 
the Army and Navy, the Red Cross, as an expansion 
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of its peace-time service for the military forces, has 
undertaken, the enrollment of various types of med- 
ical technologists who are willing to serve in the 
medical departments of the Army and Navy if and 
when their services are required at the time of a 
national emergency. 

The plan has been under consideration for almost 
a year, Chairman Davis said, and has no relation to 
the present war situation in Europe. 

The enrollment now being inaugurated will be sim- 
ilar to that of the nurses’ reserve which the Red Cross 
has maintained for the Army and Navy since 1911, 
and which is now being expanded to include properly 
qualified male nurses, and also the reserve of dietitians 
which has been maintained since 1917. 

Persons with the following qualifications will be in- 
cluded : 

Chemical Laboratory Technicians (male). 

Dental Hygienists (male and female). 

Dental Mechanics (male). 

Dietitians (male and female). 

Laboratory Technicians (male and female). 

Meat and Dairy Hygienists (Inspectors) (male). 

*Nurses (male). 

Occupational Therapy Aides (male and female). 

Orthopedic Mechanics (male). 

Pharmacists (male and female). 

Physical Therapy Technicians (Aides) (male and 

female). 

Statistical Clerks (male and female). 

X-Ray Technicians (male and female). 

The Red Cross will work through the various as- 
sociations and agencies of which these technologists 
are members, giving to them the details of the plan, 
including requirements prescribed for enrollment. 

In the event of national emergency, the enrolled male 
technologists who meet the required physical stand- 
ards will be eligible for enlistment in the Army as- 
non-commissioned officers and in the Naval Reserve as 
petty officers. Women technologists and men who do 
not qualify physically will be eligible for employment 
by the Army as civilians. Women technologists are 
not eligible for service in the Navy. 

The Navy has indicated that notwithstanding the en- 
rollment with the Red Cross of male technologists 
eligible for enlistment in the Naval Reserve in emer- 
gency, it is desired that in peace-time qualified per- 
sonnel actually enlist in the U. S. Naval Reserve. The 
Navy does not require dietitians, occupational therapy 
aides, orthopedic mechanics or meat and dairy hygien- 
ists (inspectors), but all other technologists who may 
be interested in enlistment in the Naval Reserve are 
encouraged to communicate with their Naval District 
Commandant, from whom they may obtain full in- 
formation. 

Medical technologists belonging to the groups listed 
above who are interested are urged to write National 
Headquarters, American Red Cross, Washington, D. C.. 
ior full information. 


*This group will not be members of the Army or Navy Nurse 
Corps, which under basic law is limited to females, but will 
be used as technologists for setvice auxiliary thereto. 
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Original Articles 


PERFORATIONS OF THE GASTRO- 
INTESTINAL TRACT 
GAtTEWoob, M. D. 

CHICAGO 


The greater frequency of perforations of the 
gastro-intestinal tract today is due largely to 
the greater use of high speed machinery, espe- 
cially the automobile, and partly to the increase 
in frequency of peptic ulcer, amebiasis and re- 
gional enteritis. 

The etiologies naturally fall into two large 
groups: the traumatic and the inflammatory, 
plus the more uncommon third group secondary 
to neoplasms. Traumatic perforations are the 
result of (a) percutaneous or penetrating 
wounds, such as gun-shot and stab wounds, and 
(b) subcutaneous, in which there may be no 
evidence of injury to the abdominal wall. In 
civil life percutaneous wounds are not very com- 
mon. The diagnosis is usually self-evident and, 
based on the experiences of the more recent 
wars, including the one in which we undertook 
to help make the world safe for democracy, the 
therapy is fairly well standardized. Owing to 
the lack of symptoms in some instances, and the 
infrequency with which the lesion is encountered 
in many communities, the physician may occa- 
sionally be misled and treat a penetrating wound 
of the gastro-intestinal tract as a superficial 
lesion. While many stab wounds are super- 
ficial and do not appear to enter the peritoneal 
cavity, exploration is much the safest therapeutic 
procedure. When the operation proves to be 
purely exploratory, no great harm has been done 
and frequently a life has been saved. Gun-shot 
wounds of the abdomen in civil life, should carry 
even a lower mortality than similar wounds in 
the injured soldier because proper facilities for 
therapy in most instances are readily available. 
As pointed out by Richards’ in discussing the 
selection of emergency abdominal cases for opera- 
tion, a high proportion of those patients who 
survive an operation performed in the first 
twelve hours will go on to recovery. The mor- 
tality mounts rapidly in the second twelve-hour 


*Deceased, May 22, 1939. 

Read before the Illinois State Medical Society, Rockford, 
Illinois, May 3, 1939. Joint Meeting of Sections on Surgery, 
Medicine, Radiology. 
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period and after that time most patients who 
survive the operation are those whose injuries 
were not originally fatal. The importance of 
an early diagnosis and early operation are well 
seen in the large series reported by Siegel* who 
found that of those operated upon within the 
first four hours, 85 per cent. recovered; after 
twelve hours, only 30 per cent. recovered. The 
decision as to whether a man wounded in the 
abdomen should be operated upon immediately 
or not is usually based on the time which has 
elapsed since the injury and the rate and char- 
acter of the pulse. Patients with a pulse of 120 
or over have less than half the chance of sur- 
vival of men with a slower pulse. <A recently 
wounded patient with a rapid pulse should be 
transfused at once and operated upon provided 
there is any reasonable prospect of his surviving 
the actual operation. Hemorrhage from injury 
to the mesentery or from some solid viscus must 
be controlled before making the necessary re- 
pair of a ruptured viscus. 

The subcutaneous perforations are produced 
by direct force, as by some blunt object being 
applied forcibly to the abdominal wall, or rarely 
by indirect force, as by lifting or straining. 
In this group both diagnosis and treatment are 
often exceedingly difficult. Rupture of the bowel 
may occur (fig. 1): (1) by crushing, i.e., the 
intestine is caught between some fixed object as 
the spine and the direct force applied perpen- 
dicularly to the abdominal wall; (2) by tearing, 
i.e., the force is applied tangentially to the ab- 
dominal wall, causing the bowel to be torn from 
its attachments and often tearing the mesentery 
also; and (3) by bursting, i.e., increased intra- 
intestinal pressure is exerted by fluid or gas 
trapped in a loop of bowel between points of 
angulation. For example, a man working at a 
band saw is struck in the right lower quadrant 
with a small piece of wood measuring 10 by 3 by 
34 inches iv thickness. He doubles up with pain 
but soon recovers from the primary shock and 
goes on with his work for perhaps an hour, when 
he begins to have severe abdominal distress and 
two hours after the accident is brought to the 
hospital. On examination there is no evidence 
of injury, no bruise or scratch. The abdominal 
wall, however, is boardlike, the patient’s skin 
is clammy and his pulse is rapid. He is in 
great distress. Vomiting may or may not be 
present. His leucocyte count is apt to be 16,000, 
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but may not be elevated at all. X-rays taken 
in the erect posture may or may not show extra- 
visceral air in the abdominal cavity. Without 
x-ray evidence and without leucocytosis, one 
may be tempted to temporize, looking for more 
definite symptoms, but by so doing he is wasting 
the unfortunate victim’s chances of recovery. 


Fig. 1. 
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the opening ina. perforated viscus is sealed by 
omentum or fibrin, depends largely upon the 
size of the hole, but to a considerable degree on 
the virulence of the infection and the resistance 
of the patient. It is well known that the fasting 
stomach is almost sterile and that the number 
and virulence of bacteria increase from the stom- 





Mechanism of perforation of the gastro-intestinal 


tract by (a) gun shot; (b) knife stab; (c) and (d) blunt 


forces. _ 


Such a patient will go into profound shock and 
when. an emergency operation is finally per- 
formed; the abdomen will be found filled with 
liquid feces, the contents of the cecum still 
escaping from a lacerated wound. Autopsy per- 
formed, the following day will reveal the fact 
that ‘no walling off. has occurred. The méchan- 
ism in rupture of this sort is fairly typical. The 
muscles of the abdominal wall are caught off 
~guard, the cecum happens to be filled with gas, 
and the force explodes it like a toy balloon. 
In such wounds, the perforation may be small 


and spontaneous closure may occur. Whether 


ach to the anus. This accounts for the extremely 
high’ mortality in the series of compressed air 
accidents which -oceurred a few ‘years ago, wlien 
a playful workman would point the air nozite ‘at 
the réar ‘of a ‘fellow-workman, little ‘vealizitig 
that: thie ‘force’ Would be transmitted through’a 
foot dr more of air, through: fhe dething arid 
into thé rectum. Rupture of the sigmoid by this 
means Was by no means rare and even with 
prompt operation, thé mortality was almost 100 
per cent. 

Perforations produced. by crushing are fre- 
quently seen in children who have been run 
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over by automobiles or wagons, in truck-helpers 
caught between a loading platform and the tail- 
gate of a truck, and in individuals caught 
beneath a heavy rigid object. 

Injuries of the tearing variety have frequently 
occurred in football players, the retro-peritoneal 
duodenum or the upper jejunum at times being 
completely torn across. Aird*® has recently col- 
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lected an interesting series of cases in which 
ruptures of the intestine occurred as a com- 
plication of ill-advised attempts to reduce in- 
carcerated inguinal herniae. He also reported 
a_collected series of thirty-three cases in which 
rupture occurred after sudden muscular strain. 
The theories of etiology are somewhat ingenious, 
one being that the sudden muscular contraction 
increases intra-abdominal pressure sufficiently to 
blow a hole in that portion of the gut that 
appears directly over the hernial opening. An- 
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other explanation is ‘that a loop of bowel, fixed 
at the ligament of Treitz on the one end and 
gripped in a hernial orifice at the other, may 
be over-stretched. In support of this explana- 
tion, I have seen one such patient, following a 
sudden severe effort to prevent a heavy box from 
falling, develop a perforation in the jejunum 
close to the ligament of Treitz. 
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Cook County Hospita. ~ 1938 & 1939 


Graph represents 236 patients with acute perforations of the gastro-intestinal tract.- Note-seasonal rises. 


Inflammatory perforations of the gastro-in- 
testinal tract are much more frequent in civil 
life than are the traumatic. Excluding appen- 
dicitis, during the: past year at Cook County 
Hospital, 236. patients with acute perforations 
were operated upon (fig. 2). Of these, 170 were 
for perforation of the stomach and duodenum, 
and 55 were performed for gun-shot and stab 
wounds. It is interesting to note that the peaks 
for ulcer perforation came in Many and No- 
vember (following recurrences in the spring 
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and fall). On the other hand, the dog days 
of August agitated the greatest number of as- 
sailants to resort to the use of lethal weapons. 

The etiology of inflammatory perforations 
naturally depends: upon the primary inflamma- 
tion (fig. 3). The most common source is the 
acutely inflamed or gangrenous appendix. How- 
ever, the time limits of this paper prevent its 


discussion, Second in point of frequeney comes 
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however, in which the diagnosis may be difficult: 
1. Those patients from whom a good history is 
unobtainable, as e. g., in these days of extensive 
travel, typhoid and amebic perforations must be 
kept in mind even when there is no typical 
history. 2. Those patients who have either 
very small or very slow perforations. In such 
a patient, walling off occurs almost at once as 
in the appendiceal abscess or the forme frusle 


- Gastric ulcer 


-{--Carcinoma 


of stomach 


--Redional 


enteritis 


= -Typhoid ulcer 


Tuberculous 
----- ulcer 
f..'---\_ Diverticulitis 


-Carcinoma 
of sismoid 


Fig. 3. Primary etiological factors and locations of inflammatory perforations 


of the gastro-intestinal tract. 


the perforated ulcer, followed by a variety of 
other diseases, such as regional enteritis, tuber- 
culous and typhoid ulcers of the ileum, inflam- 
mation of Meckel’s diverticulum and diverticu- 
litis of the colon, amebiasis and ulcerative colitis, 
to mention only the most common. Perfora- 
tions from carcinoma of the gastro-intestinal 
tract are prone to occur slowly and to produce 
walled abscesses, and rarely perforate into the 
free peritoneal cavity to produce generalized peri- 
tonitis. As carcinomatous perforations are sim- 
ilar to inflammatory perforations in most re- 
spects, they may be considered together. 
Preoperative diagnosis in inflammatory per- 
forations should be made in the majority of 
cases, if attention is paid to the history and 
the physical findings. There are two groups, 


ulcer. Although occasionally such a walled off 
abscess may secondarily perforate into the free 
abdominal cavity, conservative management is 
usually rewarded by the satisfactory recovery 
of the patient, while well-meaning but misguided 
exploration is prone to initiate wide-spread peri- 
tonitis. In the doubtful case where perfora- 
tion probably has occurred twenty-four to forty- 
eight hours earlier, surgical judgment is diffi- 
cult. Although conservatism usually pays, where 
there is no evidence of walling off, closure of the 
perforation is the only therapy which offers the 
patient any hope. 

The typical clinical picture of an acute per- 
foration of a peptic ulcer needs no repetition. 
There is an undoubted increase of this type of 


perforation in the large urban centers, The 
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incidence in a series of 729 cases of peptic ulcer 
recently reviewed by Eliason and Ebeling,* was 
slightly over ten per cent. Sudden physical ef- 
fort and distention of the affected viscus by 
food or gas are factors in causing sudden rup- 
ture of perforating ulcers. Singer collected 
thirty-eight cases in which acute perforation 
followed soon after fluoroscopy. 
500 cases, Thompson® calls attention to the high 
percentage of perforations occurring while the 
patient was doing some active physical exercise. 


In a series of 


Unfortunately, not all patients have the history 
of acute onset of severe pain, nausea, vomiting 
and collapse, followed by shock and board-like 
rigidity of the abdominal wall. In some in- 
stances, the patient seems to be swamped from 
the beginning. There may be little muscle de- 
fence, leucopenia rather than leucocytosis, pro- 
found prostration and death within twenty-four 
hours. I have seen such a case mistaken for 
coronary thrombosis and the diagnosis made only 
at autopsy. In about 30 per cent. of cases, no 
history suggestive of ulcer is obtainable. More 
frequently, the story is suggestive of an acute 
ulcer of only a few weeks’ duration. While such 
conditions as acute cholecystitis acute or hem- 
orthagic pancreatitis, gastric crises, diaphrag- 
matic pleurisy and coronary thrombosis are to 
be considered, there is no condition which gives 
such a board-like abdomen and such severe pain 
as ig encountered in the typical case. Extra- 
visceral air demonstrated either by physical find- 
ings or by x-ray is a most important diagnostic 
sign, but its absence should not deter one from 
making the diagnosis. Confronted with a mor- 
tality well under ten per cent. in the first ten 
hours but which increases hourly, prompt diag- 
nosis and immediate surgical therapy are most 
necessary. 

The treatment must vary with the condition 
encountered at the operating table. In general, 
the simplest and the least time-consuming opera- 
tion is the one of choice. While Yudin and 
some of the Russian surgeons are advocating 
gastric resection in the face of frank perfora- 
tion, most American surgeons are performing 
either a simple closure with an omental tab, as 
suggested by Roscoe Graham, or an excision of 
the ulcer with some type of pyloroplasty as the 
Finney or the Judd. After closing the perfora- 
tion by one of these methods, as much of the 
gastric contents as possible should be removed 
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from the peritoneal cavity with a Poole aspira- 
tor. Gross particles, if present, should be care- 
fully mopped up and the wound closed without 
drainage. While walled off abscesses occasion- 
ally form (perforated peptic ulcer is the second 
most common cause of subphrenic abscess), it 
is better to drain them later if the occasion arises 
than to fool one’s self into believing that he is 
preventing their formation by inserting pieces of 
tubing in places where they may do much more 
harm than good. 

While there is no pathognomonic sign of acute 
intestinal rupture, the diagnosis can usually be 
made from the clinical picture, if a good history 
is obtainable. Pain is the outstanding symp- 
tom. It is not colicky in character but rather 
aching, persistent and poorly localized. In case 
of injury, shock may follow immediately or it 
may be delayed. I have seen a patient with a 
ruptured jejunum walk into the hospital in 
good condition and go into severe shock four 
or five hours after the accident. Inflammations 
with 
symptoms as is common in acute appendicitis 
and sometimes seen in perforated ulcer. On 
the other hand, the onset may be just as abrupt 
as in any traumatic perforation. Nausea and 
vomiting are the rule, and continued vomiting 
after recovery from the initial shock is a valua- 
Rigidity of the abdominal mus- 


perforation may have some prodromal 


ble early sign. 
cles is a most valuable sign. It is usually present 
early and is persistent even under the influence 
of morphine. Distention of the abdomen rarely 
occurs until peritonitis develops and offers an 
extremely grave prognosis when seen early. Ob- 
literation of hepatic dullness is seldom found in 
the early stages, and air in the peritoneal cav- 
ity is not demonstrable in anything like the 
percentage of cases in which it can be shown 
when a peptic ulcer has perforated. 

The surgical therapy at times tries the in- 
genuity of the most experienced surgeon. In 
general, the operation should not be prolonged. 
That procedure which will close all perforations 
most quickly and with the least amount of shock, 
is the one which should be chosen. The ques- 
tion of exteriorization, of resection or of enter- 
ostomy must be decided upon at the operating 
table. 

The postoperative care is largely that of acute 
peritonitis. Adequate use of morphine, the pre- 
vention of distention with a Wangensteen type 
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of decompression apparatus, and an understand- 
ing of the importance of fluid balance will save 
many patients who, a few years ago, were doomed. 


SUMMARY 


1. Perforations of the gastro-intestinal tract 
are either traumatic, inflammatory or neoplastic 
in origin. 

2. The clinical picture of some of the com- 
monest types has been discussed. 

3. Early diagnosis and prompt surgical ther- 
apy can reduce the mortality materially. 

4, The treatment should be as simple and 
rapid as is consistent with accurate closure. 

5. Good postoperative care, including the in- 
telligent treatment of ileus, has contributed 
much to the reduction of mortality in perfora- 
tion of the gastro-intestinal tract. 

6. The mortality rate is in direct ratio to the 
distance of the perforation from the cardia and 
the time allowed to elapse before repair of the 
perforation is made. 
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FRACTURES ABOUT THE ELBOW JOINT 
R. J. Mroz, M. D. 
gry 3 ass ROCKFORD : 

-..°Fractures about the elbow joint are seen at 
sonietime or other by all of us. . It is not the 
purpose of this paper to:place before the profes- 
-sion anything new, or to cover the entire field of 
fractures in this region, but to treat briefly the 
problems confronting a physician in this type of 
injury, and to comment on the recognized meth- 
ods..of. treatment. . 

.. 'Phese; fractures so often are the source of 
much worry to the physician because of the fre- 
quent involvement of the joint, and the result- 
ing limited motion, either temporary or perma- 
nent. There is always present the possibility 
of some complication. It seems to me that this 
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is one of the most important injuries that the 
general practitioner has to deal with, and one 
that can give him most concern. It is, therefore, 
expedient that he be familiar with the normal 
appearance of the region as seen by examina- 
tion and x-ray, so that he can recognize any 
change that has taken place. Probably it is not 
necessary to mention that a good examination 
be made of the injured elbow before reduction, 
but I cannot stress enough the importance of a 
brief neurological examination of the arm. be- 
fore manipulation. This is not hard to do, and 
should be done in any fairly severe injury to the 
elbow joint in order to check the presence or 
absence of radial or ulnar nerve injury. These 
injuries are occasionally seen and, if not noticed 
before manipulation, may later cause the treat- 
ing physician some embarrassment, or even a 
law suit. 

In reviewing briefly the anatomy of the el- 
bow, there are normally three prominent 
anatomical landmarks; that is, the medial and 
lateral condyles of the humerus, and the tip of 
the olecranon. When the elbow is in-full exten- 
sion, these points are in a horizontal plane. As 
the elbow: is, flexed, the point of the olecranon 
moves. distally, so that at 90° flexion a triangle 
is formed by these points with the base of the 
triangle formed by the two prominent condyles. 
Another anatomical feature is the carrying angle 
of the elbow. With the arm hanging down along 
the side of the body, the forearm deviates out- 
ward at the. elbow at an angle varying slightly 
with the individual; therefore, the injured arm 
should _be- compared with the normal: after 
manipulation. Injury in the region,of the. el- 
bow joint. may alter this angle, so in reducing 
a fracture there, great care must be taken that 
the usual landmarks are restored as nearly as 
possible to their normal positions. The joint 
itself is complicated in that all three bones, 
humerus, radius, and ulna, are an integral part 
of the joint. The ulna articulates over the dis- 
tal and of the humerus in a hinge-like fashion; 
the head of the radius glides oyer the lateral 
portion of the humerus when the elbow is flexed 
or extended, and rotates over this same portion 
as the forearm is pronated and supinated. 

In treating fractures about the elbow, one 
must be familiar with the x-ray landmarks as 
well as the anatomical landmarks of this region. 
if an intelligent diagnosis and approach to treat- 
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ment is to be made. It is essential, especially 
in children, that one be familiar with the de- 
velopment, and later the union of the various 
epiphyses, because of the possibility of confusing 
the normal with injury or displacement. 

It is well to remember that at two years of 
age, in an x-ray, there has not yet appeared any 
center of ossification of any of the epiphyses, ex- 
cept the capitellum, which appears at about 
twelve to eighteen months. By the time the 
child is four and one-half years of age, besides 
the capitellum, one sees the center for an inter- 
nal epicondyle and the head of the radius. At 
about nine years the center for the trochlea ap- 
pears. By about eleven years the center for the 
olecranon becomes visible. This is often mis- 
taken for a fracture of the olecranon. At about 
twelve the center for the external epicondyle 
appears. By now, the trochlea and capitellum 
have united. At about this age, too, the appear- 
ance of the external epicondyle may easily be 
mistaken for an epiphysial separation. By fif- 
teen to seventeen years, all epiphyses have 
united, often earlier in girls than in boys. 

The elbow injury itself may be caused by 
falling on the outstretched arm, by falling di- 
rectly on the elbow, or by direct violence. Al- 
though most elbow injuries are due to a fall, the 
automobile accident is a large factor now in 
producing injuries about the elbow joint, especi- 
ally in the adult. 

Fractures about this joint are usually accom- 
panied by a considerable amount of swelling. 
This may come on immediately, or may be de- 
layed several hours, depending on the amount 
of injury to the soft tissues, and the amount of 
displacement of the fragments. The swelling is 
often accompanied by blisters of the skin, es- 
pecially if reduction is not done early. At 
times, if swelling is due to internal hemorrhage, 
it may be necessary to aspirate the mass, especi- 
ally if this embarrasses the circulation to the 
forearm. The best way to avoid excessive swell- 
ing, though, is to do a reduction of the fracture 
as soon as possible. This not only controls swell- 
ing, but is easier to do early than hours later. It 
is not advisable to wait with reduction until 
swelling subsides, because by that time there has 
been considerable organization of any internal 
hemorrhage, and the contused tissues have be- 
come somewhat hardened and, therefore, not as 
pliable as they were at first. 
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Reduction then, should be done at once, and 
preferably under general anesthesia, although in 
picked cases, intravenous anesthesia may be used, 
especially in adults. 

Although fractures about the elbow joint may 
be classified in detail according to the anatomi- 
cal portions of the bones involved, I shall use 
only the following gross classification for the 
purpose of this paper: 

I. Fractures distal end humerus 
A. Supracondylar 
B. Fracture of internal condyle 
C. Fracture of external condyle 
D. T fracture 
If. Fracture head of radius 
III. Fracture olecranon. 

The supracondylar fracture is probably. the 
most common of elbow injuries. It is seen usu- 
ally in children, although it may occur in the 
adult as well. These fractures in the adult, 
though, are more difficult to reduce, and to keep 
reduced than in the child. The period of im- 
mobilization is also longer. The distal fragment 
is usually displaced posteriorally, often taking 
with it a long strip of periosteum from the pos- 
terior surface of the humerus. Swelling takes 
place almost immediately, and the upper arm 
appears thicker and shorter than normal. 

To reduce a supercondylar fracture by manip- 
ulation, the patient should be anesthetized. Any 
anesthetic may be used that will insure good 
muscular relaxation, although I prefer to use 
ether anesthesia in most of the cases. Using 
counter-traction by passing a folded sheet under 
the patient’s axilla, the operator applies traction 
on the forearm with one hand, the other hand 
grasping the elbow along the dorsal surface. The 
arm is hyperextended, slightly increasing the 
deformity while at the same time the fragments 
are manipulated into as good position as it is 
possible. The forearm is then flexed on the arm 
to an angle of about 70° to 75°. I do not say 
acuate flexion, purposely, because in flexing the 
forearm acutely on the arm, it is very easy to 
impair the circulation of the forearm, especially 
if any more swelling is to take place after re- 
duction. ra ' 

Usually after this manipulation, the reduc- 
tion will be complete. It has been found that 
flexion is the best position for immobilization. of 
these fractures because the fragments are re- 
tained in position by the triceps muscle which 
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acts, to a certain extent, as a posterior splint. 
Flexion is also the best position for optimum 
function, if the joint should get stiff later, or if 
myositis ossificans occurs. 

The elbow is then immobilized. In the sim- 
ple fracture when only slight displacement of 
fragments is present, and the fragments appar- 
ently stay in position after reduction, I prefer 
the use of strips of adhesive about two inches 
wide to hold the elbow in about 75° of flexion, 
as the only means of immobilization. This ad- 
hesive is not put on tightly, and does not com- 
pletely encircle the arm or forearm. A pos- 
terior molded plaster splint is used in the more 
complicated case, and especially in adults. After 
immobilization is applied, an x-ray should be 
taken to check on the reduction, and as a mat- 
ter of record. Both an A-P and lateral are 
taken; the A-P view is taken directly through 
the bones of the forearm. The immobilization 
is retained for a period of about two to three 
weeks, when it is removed and gentle active and 
passive motion is started. The support is then 
reapplied after the treatment. Some form of 
support is worn from two to three more weeks, 
being removed for physiotherapy, the forearm 
gradually being brought down from the flexed 
position. Motion must be started early if one is 
to avoid prolonged stiffness. Naturally, the 
physician must use his judgment, for exceptions 
may arise. 

Ordinary manipulation under anesthesia may 
be unsuccessful, whether it be due to too much 
swelling, or severe comminution of the frag- 
ments. At times, the fracture is oblique, and 
even if reduction is obtained, the fragments will 
not remain in position. 

If one recalls the shape of the distal end of 
the humerus just above the condyles, it will be 
seen that the bone ih the region of the trochlea 
is quite thin. If the fracture happens to in- 
volve this portion, it will be seen that there is 
not much surface to be approximated. Any sur- 
geon who has opened any of these fractures, 
will also know of the difficulties encountered, es- 
pecially in keeping the fragments in position af- 
ter reduction. Open surgical reduction is not, 
therefore, often resorted to in these injuries. 
In badly comminuted and compound fractures 
of the elbow, skeletal traction is undoubtedly the 
best method at our disposal to get a good reduc- 
tion. Skeletal traction can be easily applied, 
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and forms an efficient method of treatment, par- 
ticularly in comminuted fractures of the distal 
end of the humerus. It is especially indicated if 
the fragments will not remain in position after 
reduction. In children, general anesthesia 
should be used, but local anesthesia may be used 
in adults. 

The traction is applied by inserting a Kirsch- 
ner wire through the proximal end of the ulna 
just anterior to the joint. Five to six pounds 
weight is usually sufficient to maintain enough 
traction to get the fragments in alignment. 
The amount of weight used, however, is depend- 
ent on the amount of displacement, and whether 
the patient is a child or adult, the adult usually 
requiring slightly more than the child. ‘This 
traction is maintained for about two to three 
weeks, or until check by x-ray reveals that suf- 
ficient callous has formed to hold the fragments 
in position. Then, it is necessary to follow this 
by immobilization in a cast for about ten days 
to two weeks. At the end of this time, the cast 
is bivalved and guarded active and passive mo- 
tion started. In the child, the immobilization 
period is less than in the adult. 

Prognosis is usually good in simple and un- 
complicated supracondylar fractures. It is also 
good, if the reduction was complete, and if it 
was maintained. The prognosis is usually bet- 
ter in children than in adults. Limitation of 
motion may be present to a certain degree for 
several weeks, but with adequate treatment, this 
can usually be corrected. 

Fracture of the inner or outer condyle of the 
humerus is another common injury of the elbow 
joint. The outer condyle is more frequently 
fractured than the medial, probably because of 
the direct impact of the head of the radius 
against the condyle when falling on the out- 
stretched arm. If displacement of the fragments 
has not occurred, or is very slight, immobiliza- 
tion may be all that will be necessary for about 
three weeks with the elbow at about 90°. Gentle 
active and passive movements are then started, 
and the elbow gradually brought down. After 
about five weeks the arm may be held in a sling, 
but no carrying of weights is allowed until the 
fragments are well united. When considerable 
displacement of the fragments occur during the 
injury, it is usually difficult, and often impos- 
sible, to reduce the fracture by manipulation. If 
the fragments can be replaced by manipulation 
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they often slip easily, and reduction cannot be 
maintained. In such cases it is best, in my 
opinion, to do an open reduction and attach the 
fragments to the humerus by a beef-bone screw 
or a metal nail. The elbow is then immobilized 
by an anterior and posterior molded plaster 
splint, or even a circular cast, extending from 
the metacarpophalangeal joints to the axilla, 
with the elbow at 90°. At the end of two to 
three weeks, the cast may be removed for physio- 
therapy in the form of heat, massage and 
guarded active and passive motion. All im- 
mobilization may be removed at about five 
weeks, but normal use of the joint is not allowed 
until the fragments are shown by x-ray to be 
well united. 

If the fragments in this type of fracture are 
not approximated, and are not held in position 
until union is obtained, the usual end-result is a 
non-union. Non-union of a fractured condyle 
of the humerus may result later in complications, 
such as deformity and palsy, especially of the 
ulnar nerve. Surprisingly, though, disability is 
not usually great from the deformity alone or 
the non-union. 

Fracture of the head of the radius is another 
injury of considerable importance in the region 
of the elbow. Fractures of this type are difficult 
to reduce, and even if reduction is obtained, may 
result in considerable disability in the elbow 
joint because of the complicated nature of the 
joint. It must be remembered that the head of 
the radius glides along the external condyle of 
the humerus in flexion and extension, and ro- 
tates over this same surface as the forearm pro- 
nates and supinates. Any malposition or en- 
largement in this region by callus will disturb 
the normal range of motion in the joint. It is, 
therefore, advisable in most instances of frac- 
ture of the head of the radius, especially if any 
degree of comminution or displacement occurs, 
to resort to surgery and remove the head of the 
bone. This is usually not a formidable proce- 
dure, the disability is short, and usually a good 
functional joint results. The operation is not 
without danger, however, as the radial nerve 
passes over the radius from the dorsal to the 
ventral surface of the arm, just distal to the 
head of the radius. It is important, therefore, 
to identify this nerve and retract it during the 
operation so as not to injure it. 

If the fracture is a simple one, with no com- 
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minution and no displacement of the fragments, 
it is probably best to wait and see, after a short 
period of immobilization, whether there will be 
any disability. One can always remove the head 
later if disability results. 

Fracture of the olecranon is of rather fre- 
quent occurrence, and is usually seen following 
direct trauma to the elbow region. If no sepa- 
ration of fragments has taken place, immobili- 
zation for about three to four weeks with the 
elbow in extension may be all that will be neces- 
sary. If displacement of the fragments is pres- 
ent, then, under general anesthesia, the elbow is 
fully extended and the fragments manipulated 
into position. This failing, an open reduction 
will be necessary. The fragments are then held 
together by a metal screw or nail, or beef-bone 
screw. Kangaroo tendon or chromic catgut may 
be used, depending on what the surgeon is best 
capable of using. Immobilization is then main- 
tained by means of a plaster cast extending from 
the metacarpophalangeal joints to the axilla, 
with the elbow in full extension for about three 
to four weeks when the cast is bivalved and heat 
and guarded active and passive motion is started. 

Preexisting conditions in the joint may alter 
the method of treatment of fractures of the el- 
bow. For example, a previous injury, or arthri- 
tis, may have caused some changes in the joint 
so that a supracondylar type of fracture could 
not be treated by the customary flexion of the 
elbow. I have in mind an adult where a pre- 
vious arthritis had caused a limitation of motion 
there. The fracture was reduced and the elbow 
was flexed in the usual manner. An x-ray after 
reduction revealed that the fracture surface of 
the distal fragment was now facing posterior- 
ally. On further manipulation it was found that 
the fragments stayed in good position only if 
the elbow was held in about 100° of flexion. I 
found later that, previous to the accident, the 
patient was unable to flex the elbow beyond this 
point. This illustrates the necessity of getting 
a history of the patient’s previous ability to use 
the affected extremity, and the advisability of 
the physician to use his judgment in each in- 
dividual case as to the method of treatment, and 
the type and position of immobilization of the 
extremity. 

There are several complications of elbow in- 
juries that should be considered. One of the 
most serious complications is a Volkmann’s 
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ischemic contracture. This complication is fa- 
miliar to every one who has treated fractures 
about the elbow joint, and is a serious one. It 
may occur from intrinsic, as well as extrinsic 
causes, although the common belief, especially 
of the layman, is that it is due to tight bandages. 
Because of the possibility of this conclusion, it 
is well to avoid any complete encirclement of 
the forearm or arm tightly: with adhesive or 
bandage. It is necessary also to inspect the arm 
about twelve hours after manipulation, and 
again about twelve hours after that. If there is 
any unusual swelling or discoloration of the 
hand, the bandage must be loosened and the po- 
sition of the elbow adjusted so as to allow better 
circulation. -As I mentioned. previously, this 
complication can occur in cases where no ex- 
ternal bandage is used, but where an excessive 
amount of swelling is present. 

‘ A complication seen occasionally in supra- 
condylar fractures is a radial nerve injury. This 
is manifested by an inability to dorsi-flex the 
hand, therefore, it is well in examining the pa- 
tient before reduction to always test the ability 
or inability to :do this. Such a simple proce- 
dure may prevent considerable embarrassment 
later, or even a law suit. If injury to the nerve 
is present, it is then necessary to keep the hand 
in a cock-up splint of metal or molded plaster 
until the paralysis: disappears. This may’ take 
from four to nine months, depending on the ex- 
tent. ofthe injury to the radial nerve. . Unless 
the nerve was severed one can usually expect 
complete recovery. 

Another complication often seen in fractures 
involving the elbow joint is a dislocation of the 
head of the radius, which can be diagnosed by 
x-ray and manual examination. If dislocation 
is not reduced at the time of the reduction of 
the fracture, it may cause considerable disabil- 
ity. This dislocation is hard to reduce after the 
torn capsule has healed. 

Myositis ossificans is an occasional complica- 
tion that should be mentioned and consists of 
the calcification of the muscles about the joint, 
with often a permanent disability as a result. 

Excessive . hemorrhage into the joint may 
necessitate the 
pressure caused by it may be sufficient to bring 
about an ischemia of the forearm muscles and 


aspiration, because intrinsic 


result in an ischemic contracture. 
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SUMMARY 


Fractures of the elbow joint may involve the 
distal end of the humerus, olecranon or head of 
the radius. 

In order to treat such an injury intelligently, 
it is desirable to be familiar with the anatomical 
landmarks of the joint and the normal x-ray 
appearance at various ages. 

The essentials of treatment of these injuries 
are early reduction, early motion and adequate 
physiotherapy. 

There are a few possible complications that 
should be guarded against at all times. 


CASE HISTORIES 

A. M.—A ten-year-old girl was seen April 14, 1935, 
about 24 hours after falling from a pony and injuring 
her left elbow. Examination showed a great deal of 
swelling present about the left elbow. This was very 
tense and a large bleb had formed in the cubital space, 
A wrist drop was present, patient being unable to 
dersiflex the hand. X-rays show a supracondylar frac- 
ture with considerable displacement of fragments. 

The elbow was manipulated under ether anesthesia, 
and was immobilized with adhesive strips. An x-ray 
was then taken and showed the fragments in good 
position. The arm was then bandaged to the trunk 
with a splint holding the wrist in a slightly cocked-up 
position. 

On April 28, two weeks later, guarded active and 
passive motions of the elbow were started. 

Patient wore the cock-up splint until October 7, 1935, 
when it was found that the radial palsy had disappeared 
and the patient had normal use of her hand. Motions 
in the elbow were normal and painless, and anatomical 
landmarks were normal. 

R. S.—A nine-year old boy was seen July 6, 1933. 
Two days previously he had stumbled and fell down- 
stairs, falling on his left elbow. After an attempted 
reduction by manipulation immediately after injury, 
considerable swelling and discoloration of the forearm 
and hand occurred. 

Examination the day after manipulation showed con- 
siderable swelling of the elbow, bluish discoloration 
of the hand and forearm, and only a faint radial pulse 
was felt. All bandages and splints were immediately 
removed. The elbow was straightened and the arm 
elevated, when the pulse could be felt returning slowly. 
X-rays showed a supracondylar fracture of the distal 
end of the left humerus with considerable displace- 
ment of fragments. 

An open reduction was advised and this was done 
on July 10, 1933, through a posterior incision. Con- 
siderable clotted blood was encountered, which was 
removed. The fracture was reduced and stayed in posi- 
tion fairly well with the elbow in flexion, so no internal 
fixation was used. The elbow was immobolized at 
about 80° of flexion because circulation of the forearm 
was best in this position. On July 20, ten days later, 
the posterior plaster splint was removed and motions 
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started. Then the elbow was held at right angles with 
adhesive. On August 3, all immobilization was re- 
moved and the patient urged to use the elbow only 
moderately, and to rest it in a sling if use produced 
pain. 

I was fearful of myositis ossificans here, because of 
much induration and residual hard swelling about the 
joint. He, however, had an uneventful recovery. 

Examination on March 24, 1934, showed flexion to 
Pronation and supination 
X-rays 


about 45°, extension 170°. 
were good; all motions were without pain. 
showed good union of the fragments had taken place. 

A. H.—A nine-year old girl was seen September 13, 
1938, about five days after an injury of her left elbow 
sustained when she fell from a stool. Her family physi- 
cian attempted to reduce the fracture without success. 

Examination showed considerable swelling about the 
left elbow with some discoloration. X-rays showed a 
fracture of the external epicondyle with some displace- 
ment of fragments. 

An open reduction and fixation of the fragments was 
advised. This was done on September 21, 1938. The 
fracture was exposed and the fracture surfaces 
freshened. After approximation of the fragments, the 
eepicondyle was attached to the humerus by means of 
a metal nail. Immobilization in plaster was maintained 
three weeks and then physiotherapy in the form of heat, 
massage and active and passive exercises started. 

W. H.—A young man, aged 23, came to my office on 
August 14, 1937, complaining of numbness and weak- 
ness of the fourth and fifth fingers. Pain was also 
present along the medial portion of the elbow radiat- 
ing to the third and fourth fingers. He gave a history 
of having an injury of the right elbow about 16 years 
previously. Just what treatment the patient had is not 
known. It should be noted that pain was his chief 
complaint. 

Examination of the right arm showed considerable 
atrophy of the interossii muscles and the hypothenear 
eminence. The entire right hand was weaker than the 
left. Motions of the elbow were good. The medial 
condyle was much more prominent than on the lateral. 
The carrying angle was increased. X-rays showed an 
old fracture of the external condyle of the humerus, 
with considerable displacement of the fragment upward, 
and a pseudo-arthrosis between the fragments. 

It was apparent that the patient was having some 
neurological disturbance in the forearm due to the de- 
formity. An exploration was done on August 31, 1937. 
When the ulnar nerve was exposed, it was found to be 
stretched over the large medial condyle of the humerus 
and bound down by a band of fibrous tissue. This band 
of fibrous tissue was removed and the nerve was trans- 
ferred to an anterior position over the medial condyle. 
Patient had no more pain in his fingers or arm after 
the operation. Six months after the operation, Febru- 
ary, 1938, he was still free of pain, his feeling of numb- 
ness had disappeared, and the strength of the third and 
fourth fingers was slightly increased. I lost track of 
the patient after that. 

I mention this case to illustrate a later complication 
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of a fracture of external condyle of the humerus. 

W. P.—A nine-year old boy was seen on October 8, 
1935, one day after his left elbow was injured during 
a sandlot football game. The elbow was manipulated 
shortly after the injury, but because of the severe. 
comminution, the fragments did not remain in position. 

Examination showed a marked swelling of the elbow 
and hand with some bluish discloration of the fingers. 
The color was improved when the elbow was extended 
from a partially flexed position. X-rays showed a 
badly comminuted fracture of the lower end of the 
humerus. 

Under ether anesthesia on October 8, an incision was 
made along the posterior border of the elbow for drain- 
age of hematoma. A Kirschner wire was then inserted 
through the proximal portion of the ulna for skeletal 
traction. The arm was put in a Thomas arm splint 
with the forearm at right angles to the arm. Five and 
a half pounds traction was then applied. 

On October 10, two days later, patient was comfort- 
able. The color of the hand was good and the swell- 
ing had receded. X-rays showed the fragments in good 
position and alignment, except for one loose fragment 
which was located transversely in relation to the shaft 
of the humerus. On October 29, twenty-one days after 
skeletal traction was applied, the Kirschner wire was 
removed and a posterior molded splint applied which 
was removed daily for gradual active and passive 
motion. 

On December 28, 1935, about three months after the 
injury, flexion was normal and extension present to 
about 160°. At this time, the transverse fragment was 
removed because one of the ends was causing some 
pressure necrosis of the skin. 

In March, 1936, patient had a normally functioning 
elbow. ; 

E. F.—This patient was first seen by me on March 6, 
1934, and complained of pain and limited motion of the 
left elbow following an injury sustained eleven days 
previously. 

Examination showed a moderate amount of swelling 
of the left elbow, which was held at an angle of about 
140° of flexion. Pain was present on attempted further 
flexion or extension. Pronation and supination were 
painful and limited. X-rays showed a fracture of the 
head of the radius. 

On March 8, the head of the radius was excised. 
Except for a sling, no other ‘mmobilization was used 
after surgery. On Marcl » , active and passive motion 
was started. On April 3, he was able to extend the 
elbow to 170° and flex it to 80° with no pain. Prona- 
tion and supination were also improved. On April 10, 
one month after surgery, he was able to extend it to 
170° and flex it to 70°; pronation and supination were 
normal and there was no pain, and he-was able to go 


to work. 
DISCUSSION 


Dr. E. M. Miller (Chicago) : 
Dr. Mroz has covered very thoroughly the essential 
features of the treatment of fractures about the elbow. 
He and Dr. Scuderi both have stressed the importance 
of immediate care of these injuries. I should like to 


It seems to me that 
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go one step further and say that severe fractures of 
the elbow should never be put up in any kind of ap- 
paratus or splint and the patient discharged to return 
in a week or so for observation, These cases should 
always remain under the eye of the physician for sev- 
eral days, preferably in the hospital as they are all 
potentially very serious, especially when there is a 
great degree of injury to the soft tissues and compli- 
cated by injury to the large vessels and the neighbor- 
ing nerve trunks. Perhaps some of you may be familiar 
with the outstanding case reported by Dr. Jim Jackson 
of Madison, Wisconsin, at the Western Surgical Society 
meeting at Omaha in which along with a fracture of 
the elbow the radial artery was ruptured and the blood 
supply to the hand was saved by immediate suture of 
this torn vessel. 

My remarks pertain only to the severest types of 
fracture associated with injury to the median nerve 
particularly, and loss of the radia) pulse. In my ex- 
perience over a period of some 18 years I have found 
that the median nerve is the one most often inyolyed, 
rarely the radial and ulnar, because the displacement 
of the lower fragment in the supracondylar injury is 
invariably backward and the median nerve is caught 
over the sharp edge of the long upper fragment. It 
was formerly my habit in these severe injuries with 
an enormous amount of swelling and blistering of the 
antecubital area to place the arm in a comfortable posi- 
tion without any splint, wait several days until the 
swelling was considerably reduced and then proceed 
with open operation approaching the fractured area 
through the mid-line posteriorly. We have lately been 
endeavoring at the Children’s Ward at County Hos- 
pital, where a large number of these cases are seen 
every year, to devise a more efficient method of treat- 
ment which would obviate the necessity of open opera- 
tion. As a result of this endeavor my resident in the 
Children’s Ward, Dr, Brock, has devised a very simple 
and efficient apparatus which allows one to secure trac- 
tion in four directions at the same time, with or with- 
out the use of traction on the ulna by means of a small 
picture hook screwed into the bone just distal to the 


olecranon process. Experience with this apparatus in 
eight cases thus far is very satisfactory, in that adjust- 


ments in direction and degree of traction may be very 


easily made as indicated by the x-ray, and our follow-up 


of these cases in the out-patient clinic shows that in 
all of them, so far, the reduction of fracture and the 


‘ 
functional result has been almost perfect. It is the 
most efficient type of apparatus for supracondylar in- 
juries that I have thus far seen. 

Fracture dislocations of the capitellum, a very com- 
mon injury in children, usually presents a clear-cut in- 
dication for reduction immediately, because there is no 
type of manipulation that will overcome the displace- 
ment and rotation of this loose fragment. If unreduced 
the capitellum remains ununited, and as the years go 
by and a growth disturbance develops it may lead to 
~a late paralysis of the ulnar nerve. If this complica- 
tion does develop our experience shows that trans- 
plantation of the nerve to the anterior aspects of the 
elbow is the procedure of choice. 
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EXPANSION OF THE MEDICAL IDEA IN 
VETERANS’ ORGANIZATION 


OVERTON Brooks, M. D. 


Commander Chicago Medical Post No. 216, American Legion, 
Lt. Commander Medical Corp, Naval Reserve 


CHICAGO 
Mr, Chairman and Fellow Veterans: 


It is significant from the caption of this pa- 
per that this medical idea, which is now fune- 
tioning, will continue to do so. Furthermore, 
we sincerely hope that it will expand, more and 
more, until it takes in all there is to be had from 
the medical side of these veteran organizations. 
We further desire to lighten the burdens of the 
few and distribute them amongst all. 

The medical idea is now comparatively old 
in Illinois and has at all times proven, through 
the Medical Commission, to be genuine and wel] 
worth while in our community, as well as in the 
state. Organizations in other states are now 
taking notice and at the prevailing time are 
receiving aid in organization from the present 
department surgeon of Illinois. You, of course, 
are familiar with the pioneer work in this field 
in 1931, and of the accomplishments of that 
advanced thinker and true friend of the veteran, 
one of the first department surgeons of the 
American Legion, Department of Illinois. 1 
refer to our Chairman of the evening, my good 
friend, Dr. F. 0. Fredrickson. I am indeed 
deeply indebted to Dr. Fredrickson for his kind 
assistance and for many of the facts contained 
in this paper, He was the first to realize what 
medicine meant to the veteran and to veterans’ 
organizations in I)linois after the war, just as 
it meant so much to the men while in service 
and at war. Something had to be done to keep 
things within reasonable bounds, so he advocated, 
and had started a medical commission in this 
State, 

After the World War was over, and democ- 
racy was safe, and we were to have no more wars, 
we all were anxious to get back to our regular 
endeavors and to rebuild that practice or busi- 


ness which so many had lost. Then came the 


rehabilitation period with its relative unpre- 
paredness, The veterans and the government 


were desirous of doing something for the maimed 
and needy ones. Veteran organizations sprang 


Presented at Veterans’ Service Committee Dinner, 99th 


annual meeting of the Illinois State Medical Society, Rockford, 
May 2, 1939. 
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up and new membery poured in, Resolutions 
were made, Congress passed bills, and veteran 
hospitals were built, equipped, and manned. 
Much has been done for the veterans, but we 
feel that too much was done in certain instances, 
by unguided individugls which has proven dis- 
advantageous to the private physician, and 
tended to approach mear the control of medi- 
cine by the governmemt. Much also was done 
that tends to destroy that old fashioned self 
reliance and ambition which we inherited from 
our fathers. I refer only to those having non- 
service connected injuries and diseases, and espe- 
cially those that are independent and could well 
afford to pay a private physician and receive 
services in a civilian hospital. 

It is a bad influence, indeed, upon others when 
a well to do politician or any one else of prom- 
inence obtains a bed in our Veteran Facilities, 
with the greatest of ease. The time has arrived 
when more beds are being} required for the needy 
ones on account of their advancing years and the 
We as weteran surgeons are quite 


inherent ills. 


willing to assist veteran organizations and the 


government in demanding for the needy proper 


eare, and to see that justica is given to all. 
Your present legion department surgeon, Dr, 

Norman Gheehe, of this city (Rockford) has 

done much to successfully further the medical 


idea in Illinois, and I also am thankful to him 


for the assistance given me. I must not forget 
at this time to mention the name of one veteran 
doctor who has done so much, and in such a 
graceful and courteous manner, for us all in 
veteran affairs and its medical problems. I re- 
fer to the Adjutant of the Medical Post No. 216, 
the American Legion, of Cook County, Dr. 
Thomas P. Foley. As they say in the Navy, 
“He is always on deck.” Many others deserve 
mention here, but I am sorry I haven’t the time 
to do justice to them all this evening. 

Dr. Sheehe stated in his program for the 
Medical Commission of Illinois for 1938: first, 
to bring the medical men closer together in the 
post in order that a better understanding might 
prevail, with common problems faced on a com- 
mon ground; second, to establish blood donor 
groups throughout the legion posts; third, to 
adopt an educational program in accordance 
with the policies of the Educational Committee 
of the Illinois Medical Society ; fourth, to govern 
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the health of the Boys State; fifth, to take active 
part in Child Welfare in the State. He has 
pointed out to you the duties of the District 
Surgeon, the County Surgeon, and the Post Sur- 
geon; all of these surgeons to come under the 
supervision and guidance of the Department 
Surgeon, and to make annual reports to him. 

Now, in my mind, this is a splendidly organ- 
ized affair, but it is not organized close enough 
for quick action. | am informed that there are 
only two Medical Posts in the United States and 
one of these is in Chicago. As medical men we 
have a better conception of the proper medical 
service to be given to veterans than the layman 
has. We can point out to our lay veteran asso- 
ciates legislative matters and problems that are 
vicious or otherwise. We can be of great help to 
the Service Committee, and can aid the Depart- 
ment Surgeon and Medical Commission as a 
whole, Members of the Medical Post feel that 
more medical posts should be organized in IIli- 
nois and in other states. Lay veteran officers 
whom I have contacted concur in this idea. We 
desire to interest veteran doctors who are not 
members of veterans’ organizations, and if pos- 
sible have them organize active medical posts in 
their own districts, We desire to have the mem- 
bers in these Medical Posts come in closer con- 
tact with the lay veteran organizations and with 
the administrative officers. Medical men must 
affiliate themselves with lay groups now, and 
cease being individualists or, in the not too dis- 
tant future suffer the penalty. We must learn 
to speak the language of the lay groups in order 
to be understood, or rather to learn to be prac- 
tical in formulating any future programs, 

We want the veteran organizations to realize 
that we are for service first, and that we are the 
only group that can really help and that we 
understand better the things required for the 
needy in time of physical distress, We want to 
be in a position where we will be able to dis- 
courage and prevent the use of veteran facilities 
by the well to do individuals or non-indigent 
veterans having non-service connected diseases 
and injuries. We wish to be able to prevent 
things coming up in post committee meetings 
that have no bearing upon veterans’ affairs and 
are opposed to the real meaning and intent of 
these veteran groups. 

I cite the vicious chiropody resolution of last 
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year which passed through the Cook County 
Council of the American Legion. It was a reso- 
lution to make officers of chiropodists in the 
Army, Navy, Marine, and Reserve Corps. (The 
chiropodist or foot specialists are ambitious men. 
They have diathermy machines, lights and what 
not. I understand they are now treating up to 
the knee, and will soon be shaking hands with 
the gynecologist.) They have a bill in Congress 
now to establish a Chiropody Corps in the serv- 
ices in spite of their past fruitless efforts. Later, 
through the efforts of one of our past depart- 
ment surgeons and others, this resolution was 
thrown out in a higher committee. This was 
done only on account of the thorough under- 
standing of the lay veterans’ methods and their 
train of thought. The so-called downtrodden or 
under dog is foremost in many of their minds 
and it takes a diplomat to deal with them. I 
understand that this unnecessary piece of fool- 
ishness was brought into the Legion affairs be- 
cause one veteran felt sorry for his chiropodist 
friend and wished to help him. It is well under- 
stood that the Army and Navy have no place 
for these super specialists with their added ex- 
pense to the government. We have written proof 
to that effect. 

We feel that medical posts are quite necessary 
in veterans’ organizations and more so now with 
the increase of facilities and the added work. 
We are not yet too old to fight for our rights, 
as well as for the veterans’ rights. Then, also, 
members of a medical post have the time to study 
and understand things medical, and can expedite 
matters when necessary, better than can lay 
posts. They will be able to visit the facilities 
with lay committees, and with members of the 
Medical Commission. Of course, they must be 
conversant and familiar with medical legislative 
matters pertaining to the veteran and facilities. 
As has been suggested by the present department 
surgeon, the doctors of the legion can get to- 
gether each year for council. The Medical Post 
can assist materially in this. They can assist 
in everything that the commission stands for 
and can easily act as liaison to the veteran organ- 
_izations, and the Medical Commission of the 
medical societies. Surely the veteran organiza- 
tions will welcome that which tends to increase 
and improve its membership. 

It is hoped, that through the Medical Com- 
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mission and the medical posts, we can be of such 


influence with the veteran organizations that any 
vicious legislative matters will suffer immediate 
defeat, that there will be no tendency to break 
down the good services that are being had now 
in the facilities, and that the morale of those 
rendering this service will not suffer. 

As you see, I have really not presented any- 
thing new to you this evening, other than that 
we bring into the veteran organizations more of 
our medical groups as posts and commissions. 

1 am in hopes that you will make this a con- 
troversial affair and 1 welcome whatever criti- 
cism, constructive or otherwise, that you have 
to make. 

It is possible to organize at least 48 medical 
posts in the U. S. Maybe every large city has 
sufficient veteran surgeons that are unattached 
to veteran organizations, for this purpose. | 
would assume that even in Illinois we can organ- 
ize a possible 25 district medical posts. 

DUTIES OF MEDICAL POSTS 

1. Be informed on veteran legislative affairs 
pertaining to medical subjects. 

2. To advise and consult with legislative 
veteran individuals or groups when necessary. 

3. To advise or consult with post, county, 
district, or departmental surgeons when neces- 
sary. 

4, Visit facilities with other groups when 
called upon. 

5. Assist in caring for and examining mem- 
bers of Boys’ State. 

6. Aid in organizing blood donor groups. 

%. To take an active part in the Child Wel- 
fare of the State. 

8. To be a part of the commission or con- 
sultant. 

9. To establish first aid stations at annual 
conventions and memorial day parades, and 
maintain offices at headquarters for treatment of 
ambulatory cases. 

10. List at headquarters: all available vet- 
eran surgeons for calls during these affairs. 

11. To assist disaster and relief committees. 

Medical posts are limited to physicians and 
dentists and it, therefore, has with the aid of 
medical commission greater opportunities, not 
only to serve veterans’ organizations, but to 
guide its destinies regarding medicine and its 
future in the United States. 
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As the National Convention of the American 
Legion meets in Chicago in September, I feel it 
quite opportune to suggest that now is the time 
to also consider a National Medical Commission 
of that body in furthering this medical idea. 
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Commander, The American Legion, Department of Illinois: 
Delivered at Rockford, Illinois, before Veterans’ Division of 
the Illinois Medical Association, Tuesday, May 2, 1939, 
7:00 P.M. 


CHICAGO 


Dr. Fredrickson and Gentlemen: I want to 
express the appreciation of the Department of 
Illinois for inviting to these annual dinners the 
Department Commander of the American Legion. 
I feel rather at home in a gathering of this kind 
where there are so many members of the Ameri- 
can Legion present, men who are still directly 
associated with some of the things in which we 
are so Vitally interested. 

1 would tell you that we continue along the 
lines which we adopted in the early days of the 
American Legion, which was to perpetuate 
democracy for Americans, and to advocate ade- 
quate preparedness for defense, and not for 
aggression. We continue to lay greater stress 
on these two major activities today, more so than 
ever before, because of the chaotic conditions that 
exist throughout the entire world. The Legion 
feels that the best way to peace is through an 
adequate national defense program, and we take 
issue with those of our good citizens who be- 
lieve otherwise. We believe that the American 
Legion has been right all these years. However, 
the job is not complete and we continue to advo- 
cate that important program. 

Recently you, as well as I, noted the scant 
publicity given in the daily papers to some of 
the students of the University of Chicago who 
took the Oxford oath. Fifty-five per cent. of 
the students that were interviewed at North- 
western University stated that they would not 
participate in any war that the United States 
might become engaged in. That is the feeling, 
not alone among those people, but among others 
who advocate exchanging onr national emblem 
for another one that flies over dictatorial nations. 
They, too, advocate a disarmament program. 
Our land is chock full of those types of persons. 
This latter group has been instrumental in send- 
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ing young American lads to Spain to fight for 
the Loyalists. .Hundreds. of them have come 
back in baskets, others are carrying battle scars 
of that civil war. In Chicago, this particular 
group, just the other day, had tens of thousands 
in line of march in celebration of May Day. A 
large meeting was held in Chicago, where not 
less than 20,000 persons were assembled. Class 
hatred was the topic, as it was at the February 
22nd meeting in the city of New York, where 
some 25,000 within the auditorium were told 
another system of government was better than 
ours. And tens of thousands who held a con- 
trary view, gathered on the outside of that great 
auditorium and anxiously awaited an oppor- 
tunity to enter. Only adequate police protection 
prevented serious disorders. 

The American Legion knows better than any 
person or group of persons in America today, the 
facts about the vast amount of un-American 
activities that are being carried on in this coun- 
try. The American Legion has spent a great 
sum of money in the attempt to uncover all these 
un-American activities. The American Legion 
at the New York convention in 1937 passed a 
resolution calling upon Congress to investigate 
Out of that resolution 
the Dies Committee was born. The American 
Legion indicated to Congressman Dies that in the 
event that Congress would withdraw financial 
support, that financial support would be forth- 
coming, through the efforts of the American 
Legion, if needed. 

The Legion today sponsors many measures be- 
fore the Congress which are intended to eradi- 
cate from America those elements that are ready 
to destroy America. One of those measures is 
the Dempsey Bill, which provides for the de- 
portation of any non-citizen of the United States 
who advises, advocates or proposes any program 
advocating a change in the form and system of 
government to that of a European one. The 
American Legion in an effort to avert civil war 
in America—and it is not an exaggerated state- 
ment—opposes the Ludlow Bill which provides 
for a referendum vote by the people on the ques- 
tion of whether we shall become engaged in a 
war with a foreign nation on foreign soil. We 
are opposed to this bill for the reason, among 
others, that there would come to these shores 
thousands of propagandists advocating for or 
against voting on this question of war. We can 


un-American activities. 








228 ILLINOIS MEDICAL JOURNAL 


visualize millions of dollars poured into America 
for the purpose of propagandizing Americans. 
We can visualize how the people of the United 
States would eventually become so divided on the 
question that it would certainly cause civil war. 

Our school systems throughout America, 
wherever these foreign leaders imbued with for- 
eign doctrines are, and wherever they can inocu- 
late these doctrines into the school children, they 
do so. The American Legion is doing its part 
in a serious attempt to eradicate these elements 
from our school systems. We believe that the 
best way to combat these elements is through a 
youth program. Tonight you listened to a gentle- 
man who talked about Boys’ State. 

For the fifth consecutive season, Boys’ State 
will be held at the Fair Grounds in Springfield 
and more than 1,600 young men of high school 
age will attend. They will be given a practical 
lesson in the operation of our State Government. 
They will be divided into two parties. They will 
hold party conventions. They will operate the 
government and they will learn something about 
the method of government. All the various 
officers will be elected, including the members of 
the two branches of the legislature. They will 
be taught exactly how the government operates, 
and it will be proved to them that there is noth- 
ing wrong with this form of government, that 
the constitution of the United States is not obso- 
lete, that it is just as sound today as it was at 
the time this government was formed. We are 
going to send those boys back into the schools 
from which they came with a greater knowledge 
of our system of government, and prepared to 
answer all insidious charges that are spread in 
the school system by those who come from 
families that have nothing in common with you 
and me, as far as-our love and respect for this 
system of government is concerned. 

Next month more than 15,000 medals will be 
distributed to boys and girls in the seventh and 
eighth grades—our annual medal award program 
—for the best demonstrations of honor, courage, 
leadership, scholarship and service. On April 
14 we completed the annual national oratorical 
contest. More than 25,000 young men and 
~ women in the high schools of America competed 
in that contest. The contest was held in prac- 
tically every state in the Union. The subject 
was, “The Constitution of the United States, 
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Bill of Rights and Tolerance.” It simmered 
down to five regional contestants and those five 
appeared in the city of Springfield where they 
competed for the highest honor. We induced 
Eddie Cantor to award a $4,000 scholarship in 
the school that the winner chose to enter. Last 
night on the Eddie Cantor program, young 
Fletcher Padgett, Jr., of South Carolina, who 
won the contest, was officially presented with the 
award. 

Twenty-five thousand youngsters did a great 
deal of research work in finding out what priv- 
ileges are guaranteed to the citizens of this 
nation under its constitution and bill of rights. 
Kach oration was an argument against the things 
with which you and I are not in sympathy. There 
are many projects of a similar nature being 
carried on throughout the country.. In a few 
short days, our annual baseball series will com- 
mence, and more than 600,000 young men of 
high school age will participate in the games. 
The purpose is not to make basebail players out 
of them, but to teach them to play the game 
fairly according to the rules and thus become 
good American citizens. 

Gentlemen of the medical profession, you are 
familiar with some of the work of your American 
Legion posts; the clean-up campaigns; the iron 
lungs which have been provided in many com- 
munities in the United States at a great cost to 
those posts, their efforts which have brought 
about the reduction of diphtheria and all other 
contagious diseases. The American Legion al- 
ways stands ready to be of service to the com- 
munity, just the same as they did during the days 
of the Ohio River floods, and other disasters. 

Dr. Brooks asked for constructive criticism. 
My subject tonight has been “Americanism,” 
because regardless of the charges heaped on our 
country, the world over, we believe that America 
is still the best place in the world in which to 
live. We love America and we love our homes, 
and if there is a crowd of fellows who should be 
dissatisfied with existing conditions relating to 
employment for the men of forty years of age 
and over, they are the men who fought in the 
World War. There are over two million who 
have been hit by the depression, who are either 
in the W. P. A. or are pounding the cities’ side- 
walks looking for jobs. Last night I was ac- 
corded the privilege of talking on employment 
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over WMAQ. Sunday, in the various churches 
the sermons were on the unemployed veterans. 
The President of the United States issued a 
proclamation in connection with the campaign 
to find work for the veterans of forty and over. 
I know whereof I speak because I served for 
three years as Commander of the Veterans’ Re- 
lief Commission when the peak load was 18,000 
veterans’ families on relief in Cook County. 
More than 4,000 of those families appear today 
on direct relief as unemployable cases. 

Back in 1933 after the National Economy Act 
was put into effect, the federal government found 
itself with a situation that was very serious, be- 
cause they had arbitrarily stated that those re- 
ceiving compensation as presumptive cases could 
no longer receive compensation unless it could 
be proved that their disabilities were due to 
service. Boards of review were created to go 
over these cases. 

There were three Boards appointed in Illinois 
and I was selected as a member of one of them. 
Business was pretty bad at that time, and I was 
told that this job would pay me $15 a day and 
$5 expenses when away from Hines. I accepted. 
The official instructions at the outset stated that 
the burden of proof should be on the government 
to prove that the veteran was not entitled to com- 
pensation. You did not have to read many 
paragraphs to find that the veteran did not have 
a leg to stand on. I immediately wired Wash- 
ington withdrawing my acceptance. I was not 
the only one. There were many other members 
who did the same thing. I appreciated the invi- 
tation to serve but the act and procedure seemed 
to be very unfair and therefore, I could not be 
a party to this unreasonable program. 

T think it is the most unfair thing in the world 
to discriminate against the men who served in 
the World War. Every one of us had occasion 
to see some man who was trying to prove that 
his disabilities were incurred during service, who 
to this day has not been able to establish that 
fact. He did serve in the front lines, and yet 
he is the non-service connected case of which you 
speak. Under your plan he would be barred 
from hospitalization, even though he could not 
afford to pay for service in a private institution. 
He is the fellow who is on W. P. A. or lacking 
necessary funds, and who, if he canort enter 
Hines or some other facility, will be obliged to 
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go into the Cook County Hospital. 

I say no decent veteran wants to see a man 
who was willing to give his life for his country 
go into the County Hospital. I have seen men 
with good war records, men who were not 
scratched in service, men who saw some real 
fighting, men of 46 years—the average age— 
to whom very few employers will give jobs. 

I have heard Dr. Schulz tell you about the 
hospitals in Illinois, the four facilities operated 
by the federal government for neuropsychiatric, 
tuberculous and other diseased patients. Not 
all the cases in these institutions are the ones 
which the private doctor is seeking. Danville, 
which was a domiciliary home for old soldiers 
until a few years ago, has been converted into a 
mental institution, and there are 1,800 of those 
fellows there. You don’t want those cases. Over 
at Hines, there are 400 advanced cancer cases. 
Those are not the cases you want. He said that 
there were 500 cases of tuberculosis there. [ 
doubt seriously that those are the cases you are 
seeking. You heard:another speaker say there 
were 300 or 400 neuropsychiatric cases at Hines. 
Those are not the cases you want either. Out 
of a population of 1,760 at Hines, 1,300 of those 
cases are not the cases you want, leaving a bal- 
ance of 460 general medical and surgical pa- 
tients. Certainly there must be some among 
those which are service-connection cases. 

I want you to bear in mind, and this is not 
an idle statement, that seven per cent. of the 
patients in government hospitals are non- 
veterans, made up of government employees, 
C. C. C. boys and W. P. A. workers. I should 
doubt that you will see more than 300 at any 
time at Hines, out of 1,760, considered general 
medical and surgery patients. The average 
length of time which a patient stays in the hos- 
pital is thirty days. Multiply that by 12 and 
you have 3,600 patients out of a population of 
more than 4,000,000 in the metropolitan area 
of Chicago. 

You asked for constructive criticism. You 
asked these one million and asked them to fight 
for America in days of peace, many serving as 
members of blood donor squads. Who make up 
the blood donor squads? It is not the members 
of the medical profession. They are made up 
from the one million men who are willing to 
give their blood and their time. They are your 
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comrades who are still on the firing line. It is 
an empty cause you are fighting. My suggestion 
would be, with all due respect to the medical 
profession, it should be said by your group that 
those are the fellows we served with, they are 
the fellows that were fighters or potential fighters 
in the days of the World War. It is not their 
fault that they did not land overseas, they were 
ready to go; it is not their fault that they found 
themselves in a non-combatant division. 

You have asked us to go to bat for you at 
Springfield to have some law passed to bar physi- 
cians from practicing in Illinois who are non- 
United States citizens. The American Legion 
will support anything that it believes is for the 
best interests of the citizens of our state. We 
recall the days when the boys were marching off 
to camp, and they were assured that nothing 
would be too good for them when they got back ; 
now we witness a peculiar attitude. 

I appreciate having been invited to come here. 
Do not take it as a personal grudge against the 
profession. I know there are hypothetical cases. 
[ know of the unfair demand that was made to 
remove Colonel Hugh Scott from Hines because 
certain cases were admitted. It is unfair to 
punish every one of our lads because a few of 
them have taken an unfair advantage of the 
situation. There is practically nothing these 
lads have. There is no pension, there is no com- 
pensation. They are not the ones that are advo- 
cating a general pension. What they want is 
jobs in private industry. 

I appreciate all courtesies extended the Ameri- 
can Legion of Illinois by this group. 

I thank you. 

1313 W. Randolph St. 





ARE REGULATIONS FOR ADMISSION TO 
VETERANS’ HOSPITALS AND 
FACILITIES ARHERED TO? 
CoLtoneL Rospert C. BourLanp, M. D. 


Commander Chicago Medical Post, No. 216, American Legion, 
Lt. Commander Medical Corps., Naval Reserve 


ROCKFORD, ILLINOIS 
Mr. Chairman, Commander Clamage, Com- 
rades and Friends: 
_ When I came into the room tonight I was 
welcomed by my old friend and classmate, H. 
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Winnett Orr, who is going to deliver the oration 
in surgery tomorrow. He showed me a photo- 
graph of a part of our class taken forty years 
ago the coming month at the University of 
Michigan. It brought to mind the day that a 
company of National Guard, the 33rd Michigan 
Infantry, left Ann Arbor to entrain for the 
Spanish War. These boys were dressed in thick 
blue uniforms and were armed with old Spring- 
field single-shot rifles; they were on their way 
to battle with the Spaniards who were armed 
with mausers, with smokeless powder. These 
boys were sent to several training camps in the 
South, to Tampa, Chickamauga Park, Jackson- 
ville. Anyone who has followed military hygiene 
for the last forty years knows what happened, 
Typhoid, dysentery, yellow fever, and all those 
things were encountered, a sad comment on the 
state of preparedness that this country always 
has in time of war. Uncle Sam in between times 
goes to sleep. We had been asleep since the 
Civil War. 

I mention these things to show the advances 
that have taken place in military hygiene, and 
also to show that when these boys get back from 
war the government takes care of them, realizing 
that they have gone forth unprepared. That has 
been the case with the veterans of every war the 
country has engaged in. As an employe of the 
Veterans’ Administration I have had to go con- 
siderable distances at various times to look after 
veterans of the Civil War. All whom I can 
remember were men of over 90, and I was sent 
out to see that these people were placed in com- 
fortable circumstances and to find out whether 
they were being imposed upon. So if we have 
sent our men out ill prepared to meet the vari- 
ous contingencies of war, we still try to take 
care of them when they come back. 

When the World War came on various safe- 
guards were thrown about the soldiers. Typhoid 
fever had been wiped out in the army, and wiped 
out of almost every place by sanitation. Vene- 
real prophylaxis was in force. When the boys 
went out to the World War they were sur- 
rounded by every precaution, moral and physical. 
After the War the Veterans’ Administration 
merged all its activities or rather, all the activ- 
ities relating to the veterans were merged in the 
Veterans’ Administration. I have served as a 
member of the Pension Board and examined 
veterans of the Spanish and Civil Wars. Now 
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that is all taken care of by the Veterans’ Ad- 
ministration which is a great advantage. 

The next step, it seems to me, that we have 
to consider, that has a lot to do with this thing 
is the economic depression that befell us in 
1929. We have all suffered from that, veterans, 
doctors and everybody else. A nationwide catas- 
trophe took place. Indigency spread and doctors 
had to work and still have to work three times 
as hard for every dollar they get, and they 
have not nearly one-third ag many dollars as 
they used to have. All the various agencies 
that take care of people without pay were brought 
under the scrutiny of the medical profession. So 
far as the subject of my talk is concerned, “are 
regulations for admission to veterans’ hospitals 
and facilities adhered to,” I have to say this, that 
these admissions are governed by law, by stat- 
ute, and with your kind permission I will quote 
the law showing the generosity of the govern- 
ment and showing the very wide interpretation 
of which this law is capable. 

“Section 6 of public law numbered 2, 73rd Congress, 
as amended by public law numbered 78, 73rd Congress, 
is hereby amended by adding thereto the following 
proviso: Provided that any veteran of any war, who 
was not dishonorably discharged, suffering from dis- 
ability, disease or defect, who is in need of hospitali- 
zation or domiciliary care and who is unable to defray 
the necessary expenses therefore, (including transpor- 
tation to and from the Veterans’ Administration 
Facility) shall be furnished the necessary hospitalization 
or domiciliary care, (including transportation) in any 
Veterans’ Administration Facility, within limitations 
existing in such facilities, irrespective of whether the 
disability, disease or defect was due to service. A 
statement under oath of the applicant on such form 
as may be prescribed by the Administrator of Veterans’ 
Affairs shall be accepted as sufficient evidence of 
inability to defray necessary expense.” (Underscoring 
supplied. ) 

“Section 15. Any person who shall knowingly make 
or cause to be made, or conspire, combine, aid or 
assist: in, agree to, arrange for, or in any wise procure 
the making or presentation of a false or fraudulent 
affidavit, declaration, certificate, statement, voucher, or 
paper, or writing purporting to be such, concerning any 
claim for benefits under this title, and, in addition to 
any and all other penalties imposed by law, shall be 
guilty of a misdemeanor, and upon conviction thereof 
shall be punished by a fine of not more than $1,000 
or imprisonment for not more than one year, or both.” 

It may not be out of place to describe the 
process of this admission. A detailed descrip- 
tion of the method of handling applicants ap- 
plying at this facility for hospitalization is as 
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follows: The applicant is assisted in the ex- 
ecution of the form by the Contact Section, and 
before the answers to the questions are elicited, 
the penalties under Section 15 of the Act are 
carefully read to the applicant. It may be con- 
servatively said that probably seventy to eighty 
per cent. of the applicants fall clearly under the 
classification of indigency, so that the question 
of a false statement as to the applicant’s inabil- 
ity to defray hospital expenses in a civilian hos- 
pital is irrelevant. Very infrequently, however, 
a sworn statement of inability to defray hospital- 
ization expenses in a civilian hospital and the 
veteran’s sworn statement of his income appear 
at variance. Such cases are then referred to the 
designate, who goes into the matter very care- 
fully with the applicant, warning him of the 
action required by Regulations and Procedure 
if after all explanations and information has 
been elicited as to his financial status a dis- 
crepancy still remains, making it necessary to 
submit all the data in the case to the Central 
Office for investigation by the Department of 
Justice to determine if prosecution for perjury 
appears warranted. 

Colonel Scott in setting forth these regula- 
tions to me in a letter states, “It must be ad- 
mitted that over the years such an interview 
between the applicant and my designate has re- 
sulted in the veteran or peace time soldier re- 
questing that the application form be destroyed. 
The application form P-10 elicits information 
in detail as to the financial status of the appli- 
cant, with complete information as to his obli- 
gations that must be met at a specified date, 
mortgages on personal or real property, money 
that must be expended in support of relatives 
other than those in his immediate family, seri- 
ous illnesses of members of his family in the 
immediate past, and expenses which have been 
incurred thereby which have made for a financial 
stringency—all of which information, in ac- 
cordance with an Act of Congress, may not be 
divulged to any parties except by authority to 
release such information over the written sig- 
nature of the veteran. All such information 
enters into the final determination as to whether 
or not, in the last analysis, a real discrepancy 
exists between the applicant’s salary and his 
sworn statement of inability to defray hospital 
expense. If no discrepancy appears, in accord- 
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ance with the statutes heretofore mentioned, the 
veteran must be admitted to the hospital if a 
bed is available.” 

Then there is another thing that has to be 
taken into consideration, namely, the cases in 
which it may be stated that the patient is able 
to pay. “If such applicants, despite the dangers 
which have been set forth clearly to them, are 
willing to be hospitalized and still insist upon 
being hospitalized, it is reasonable to presume 
that the information which has been given under 
oath is strictly in accordance with their finan- 
cial standing and that they are eligible as far 
as this requirement is concerned.” 

Another thing must also be taken into consid- 
eration. This oath required of each applicant is 
not a pauper’s oath. The patient may be re- 
ceiving considerable income or salary or wages, 
but his expenses for a prolonged period of ill- 
ness or hospitalization will create a financial 
stringency which makes it impossible for him 
to pay for further hospitalization. That, it 
seems to me, shows the generosity of the gov- 
ernment in receiving these men for admission 
whether their disabilities are service connected 
or not. If I am supposed to answer the ques- 
tion implied in the subject of my talk, “ARE 
THE REGULATIONS GOVERNING AD- 
MISSION TO THE VETERANS’ HOSPI- 
TALS AND FACILITIES ADHERED TO,” 
I would say yes. 





PAGET’S DISEASE 
M. E. Ross, M. D. 
DECATUR, ILLINOIS 

Paget’s Disease or osteitis deformans is a 
chronic disease of the bones found in both sexes 
and requires 15 to'20 years to reach its mavxi- 
mum development. It comes on slowly, has lit- 
tle influence on the general health of the patient 
until far advanced, and seldom, if ever, causes 
death. 

The pathology is essentially a rarefying osteitis 
combined with new bone formation and clin- 
ically it is characterized by hypertrophy and 
deformity of the bones involved, with or with- 
eut associated pain. 


Read by Milton E. Rose, M.D., before the 64th Semi-Annual 
Meting of the District Medical Society of Central LIllinois, 
Nov. 15, 1938. 
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The etiology remains unknown and the treat- 
ment so far is only symptomatic. 

It has always been considered a rare disease. 
In some hospitals it occurs once in every 9,000 
admissions. In the large hospitals in Boston 
it is seen once in every 15,000 patients and in 
the Mayo Clinic once in every 16,000. 

Since Sir James Paget first described the 
advanced clinical picture of the disease in 1877, 
quite a large number of cases have been reported. 
In recent years fewer cases have been over- 
looked because of the more widespread use of 
blood chemistry and the x-ray, with the result- 
ing diagnosis of less advanced cases. These early 
cases are usually without symptoms and are 
discovered by the x-ray, many times by accident. 

Much difference of opinion has existed as to 
which bones are most frequently involved. The 
skull, pelvic bone, tibiae and femora seem to 
have been the most common sites until more 
recent investigations indicate this is not the 
case. G, Schmorl! was able to show on sys- 
tematic examinations of a great number of skele- 
tons that Paget’s Disease is most often found in 
the spine, including the sacrum; in fact, it is 
often present exclusively in the spine. He found 
lesions in the sacrum or vertebral bodies in 
each of 138 cases. Usually only a single or a 
few vertebrae were involved, while complete in- 
volvement of the spine occurred only four times. 
When only a part of the sacrum or pelvis or 
a single or few vertebrae are diseased, one can 
readily see how clinical evidence may be absent. 

Schmorl believes it is incorrect to state that 
the skull, tibiae and femora are the bones most 
often involved. His anatomic studies indicate 
that the spine, including the sacrum, is most 
subject to the disease, and usually but a single 
or a few vertebrae are involved. 

Not much aid is obtained from the clinical 
laboratory in the diagnosis of Paget’s Disease. 
The only test of value is the determination of 
serum phosphatase. Normal adult values are 
from 1 to 4.5 units per 100 cc. of serum whereas 
in Paget’s Disease, values as high as 110 units 
are obtained. The level of the serum phospha- 
tase seems to be proportional to the extent of 
involvement of the disease. Phosphatase is an 
enzyme which hydrolyzes phosphoric esthers to 
inorganic phosphates leading to a precipitation 
of calcium phosphate as bone. Therefore, it 


seems probable that the high serum phosphatase 
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in Paget’s Disease is associated with the active 
formation of bone that is part of the disease. 

High phosphatase values are also found in 
osteitis fibrosa cystica and in rickets but here 
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cent. may show a diabetic type of dextrose tol- 
erance curve. Also a family history of obesity 
is obtained in many cases. Berman? treated 18 
cases with a high calcium and vitamin C diet 





Case 1. Note the thickening and course mottling of the cranial bones; involvement of the facial bones; stump 
of the right femur; involvement of the left femur, left ulna, and right humerus. 


the serum calcium is raised while the serum 
phosphorus is lowered. Normal levels of serum 
calcium and phosphorus are the rule in Paget’s 
Disease. 

A number of authors have stressed the close 
association between carbohydrate metabolism and 
Paget’s Disease. Reports indicate that nearly 
one-third of the cases may give a family his- 
tory of diabetes, and that as high as 88 per 


_ Case 2. Lateral view of the skull, showing the typ- 
ical mottling of the disease. 


and the regular administration of adrenal cor- 
tex hormone, and reports clinical improvement 
in 16 of the cases. These facts would seem to 
indicate that Paget’s Disease is a metabolic dis- 
order due either to some deficiency or to some 
endocrine disturbance. 

It seems that malignant disease occurs rela- 
tively frequently in these patients. Paget him- 
self in 1889 commented upon it, and in eight 





Case 3. Pelvic involvement which was at first con- 


sidered secondary carcinoma. 
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perineal prostatectomy was done and after a careful 


cases which he was able to trace to the end, 
five died of carcinoma or sarcoma, A review of 
reports in the literature suggests that this com- 
plication is not as common as the original work 
of Paget indicated. C. E. Bird® in 1927 re- 
ported sarcoma as a complication in about 11 
‘per cent, of 64 cases. F, Speiser* collected 150 
cases of Paget’s Disease in Germany and six of 
these had sarcoma. He believes that an inci- 
dence of about 2 per cent. is more correct, since 
so many uncomplicated cases have not been re- 
ported. But even with this 2 per cent. incidence 
it appears that sarcoma occurs about 30 times 
more frequently in Paget’s bone than in normal 


bone. 


REPORT OF CASES 

The following three cases, which are under observa- 
tion at the present time, bring out some of the interest- 
ing features of the disease and one (Case 3) illustrates 
the difficulty which arises in differentiating Paget's 
Disease from bone malignancy. 

CASE 1. Mrs. K, widow, aged 78, was first seen 
in 1930. A diagnosis of Paget’s Disease had been made 
in 1918. The right leg had been amputated above the 
knee because of multiple pathologic fractures. X-rays 
taken at the present time show involvement of nearly 
all the bones with marked calcification of the arteries 
and trachea. The skull, spine, pelvis and left ulna are 
particularly involved. The blood phosphatase is 95.7 
units per 100 cc, serum, There is no evidence of dia- 
betes. Figures 1, 2, and 3 show respectively the antero- 
posterior yiew of the skull, the left femur and the 
stump of the right femur in its lower third, and the 
left ulna with marked deformity. 

CASE. 2. T. C. S., male, aged 57, has noticed for 
about 15 years a gradual increase in the size of his 
head. His general health has been good enabling him 
to work daily as an executive and to play golf fre- 
quently. Glycosuria has been observed and his dextrose 
tolerance curve is typical of diabetes. Recently he has 
been troubled with vertigo and disturbance of vision due 
to heterophoria. The fundi show no signs of increased 
intracranial pressure. Figure 4 shows the lateral view 
of the skull, which is the only part of the skeleton in- 
volved. The blood phosphatase is 15.9 units per 100 cc. 
serum. 

CASE 3. R. M,, male, aged 73, has been un- 
der observation and treatment for diabetes mellitus 
since 1921. At the present time, he is taking 35 units 
of insulin daily. In 1933 a toxic adenoma of the thyroid 
was removed. Early in 1937 a diagnosis of carcinoma 
of the prostate was made in Florida and a course of 
deep x-ray therapy given. In July, 1937, the same 
_diagnosis was made in a large eastern hospital, and 
the bony changes in the pelvis as shown in figure 5 
were considered to be metastases. A second course of 
x-ray therapy was given and 600 milligram hours of 


radium through the rectum. In November, 1937, a 
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search the pathologist could find no areas of carcinoma. 


The roentgenologist favored the diagnosis of Paget's 


Disease from the beginning, and the outcome of the 


case probably substantiates this diagnosis. At the pres- 


ent time this patient is enjoying good health. 


SUMMARY 


A brief review of the principle features of 
Paget's Disease is given and three cases are re- 
ported. None of these cases have shown any 
evidence of malignant disease while two have 


diabetes mellitus. 
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A METHOD OF TREATMENT ADDRESSED 
TO THE CAUSE OF CORONARY 
HEART DISEASE 
J. P, Roark, M. D. 

BUSHNELL, ILL. 

In this day of voluminous output of medical 
literature 1 think a man who insists on adding 
his voice to the volume owes to the profession 
either an apology or a sound reason for speak- 
ing up in meeting. The reasons for writing 
this paper are three: First, the weekly perusal 
of the obituary column in the Journal of the 
A. M. A.; second, a personal tussle with the 
condition about four years ago; and Third, the 
clinical experience required in the management 
and treatment of 18 cases counting myself as 
one of them. 

This paper will consider coronary heart dis- 
ease first as to pathology, and this part of the 
paper will consist almost wholly of quotations 
from a Billings’ lecture delivered by Dr. Timothy 
Leary of Boston and published in J. A. M. A., 
Aug. 17, 1935. This paper gives such a graphic 
description of the lesions that are found in 
coronary heart disease and so definitely separates 
these findings from those other two entities, 
namely arteriosclerosis and hypertension, that 
the study of this article will well repay every 
man who is at all interested in this subject. The 


title of Leary’s paper is “Atherosclerosis, the 


Read before a staff meeting of the St. Francis and Marietta 
Phelps Hospitals at Macomb, Lllinois. 
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Important Form of Arteriosclerosis, A Metabolic 
Disease.” I quote from Dr. Leary’s paper: 
“What is atherosclerosis? Virchow’s studies drew 
attention to the fatty substances that are found so often 
in the lesions of the disease. Marchand named the con- 
dition atherosclerosis, from the Greek word meaning 


mush or porridge, because of the consistence of some 
of the fatty matter found in the disease. Aschoff ex- 


tended and modified the observations of Virchow and 
divided the fatty processes into (1) the more or 


less physiologic and temporary deposit of fat in the 
intima of the young, and (2) the definite disease proc- 
ess atherosclerosis. The lesions arise constantly in the 
intima, though late extension to the media may occur. 
Hypertension per se is a distinct entity. It is of im- 
portance, probably through pressure, in favoring the 
imitation and progress of arteriosclerotic lesions. Only 
in this relation is its association included. There remain 
only two forms of arteriosclerosis . . . Atherosclerosis, 
with the foregoing exclusions, is practically the only 
form of the disease arising in the aorta and its visceral 
branches. It is in particular the exclusive form en- 
countered in coronary sclerosis and is the lesion oc- 
curring in the cerebral vessels and in the larger renal 
vessels,” 
ATHEROSCLEROSIS 1S A METABOLIC 


DISEASE 


“With the growth of experimental methods, efforts 
were made to reproduce the lesions of arteriosclerosis 
in animals. Since stresses appeared to be factors in its 
production, various physical methods, destined to pro- 
voke stress conditions, were practiced but without defi- 
nite results. Epinephrine was known to increase the 
blood pressure, and series of experiments with this 
agent were carried out. The resulting lesions were 
medial, with necrosis and calcification, resembling the 
Nockeberg type of sclerosis. Recent work with vios- 
terol produced similar results.” 

“The contant association of fats with atherosclerosis 
led to dietary efforts to reproduce the lesions. To the 
Russian school belongs most of the credit for the 
production of intimal lesions in the arteries, first by 
the feeding of fatty foods and later by the feeding of 


rabbits with cholesterol. This work was not accepted 
by pathologists generally. Criticisms were made that 


the rabbit was not a suitable animal for experimenta- 
tion in arteriosclerosis, that the results were due to 
the use of perverted diets, that the lesions described 
did not correspond exactly to the lesions of human 
atherosclerosis. The condition produced in the animal 
referred to, often contemptuously, as the ‘cholesterol 


disease of rabbits’.” 


“My interest in arteriosclerosis arose out of observa- 
tions that as a class persons suffering from alcoholism 
appeared to show a lesser degree of atherosclerosis 
than their ages would justify. A study of the lesions 
of coronary sclerosis, fatal examples of which disease 
are common in my material, led to the following con- 
clusions : 

“1, Atherosclerosis is a disease and not the inevitable 
consequence of age, since it appears in the young and 
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may be highly selective in its localization. 2 The 


characteristic lesion in youth is a fibrosis associated 


with the presence of lipoid cells, which do not accu- 


mulate in large aggregations, because of the growth of 


the fibrous tissue. 3. The characteristic lesion at older 
ages is ‘the accumulation of large collections of lipoid 
cells with minimal connective tissue support. As a 
result of poor nutrition massive necrosis occurs, giving 
rise to so-called atheromatous ‘abscesses’, 4 The 
standard cause of death in the young is thrombosis 
following subendothelial necrosis which extends to the 
endothelium. 5. The standard cause of death in the 
older group is the rupture of an atheromatous ‘abscess’ 
into the lumen, usually followed by thrombosis. 6. The 
process is primary in the intima; stresses favor the 


localization of the lesions; morphologic lesions in the 
elastica and media occur secondarily, 7, The disease 


is not inflammatory in origin.” 

TREATMENT: The first requisite in the man- 
agement and treatment is a fairly intelligent 
comprehension of the problems involved. And 
in this disease we have seen that those problems 
are not bacterial or infective but purely meta- 
bolic, so our whole efforts may be devoted to 
this one thing. 

In efforts to read up on coronary heart disease 
one is immediately and constantly struck with 
the volume of literature on how to treat a case 
after the thrombosis or occlusion of the artery 
has taken place, and the paucity of literature 
on how to prevent this disaster. Mortality re- 
ports show conclusively that little or nothing 
can be done after occlusion has occurred, but 
seemingly no thought has been devoted to pre- 
ventive treatment and this in the face of the 
fact that preventive medicine is now one of the 
most important functions or duties of the pro- 
fession of medicine. I think Dr. Leary has 
shown conclusively that the lesions of coronary 
heart disease are due to an excess of cholesterol 
in the tissues and circulating medium of the 
body. The question naturally follows what or- 
gan or. gland has been derelict and what may be 
done about it. The first organ that would 
occur to us would be the liver because we are all 
familar with those clods of cholesterol that have 
so long been misnamed gallstones, and they are 
supposed or known to be due to an inefficient 
functioning of either the liver or its appendage 
the gall-bladder, This brings me to my first 
experience with cholesterol. In November of 
1922 I made my first non-surgical gall-bladder 


drainage and since that time I have had the 


experience of a few thousand of these drainages 
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all made either by myself or under my direct 
supervision. Among these cases 68 who had 
been suffering from gall-bladder colic have re- 
mained symptom free for ten or more years. 
In two others in this series of 70 cases the pains 
have recurred and required a short course of 
three drainages; they have remained symptom 
free. The Lyon technique was always used, 

I cite this experience only to indicate the 
possibility of eliminating excessive accumula- 
tions of cholesterol from the human organism. 
I also want to use it as an argument that the 
general practitioner should retain charge of 
these cases as his results with this method will 
be incomparably better than surgery which has 
nothing to offer but amputation of the gall- 
bladder. The effects of this amputation have 
now attained the dignity of having a “syndrome” 
all its own; a syndrome that is likely to remain 
with the patient during the remainder of his 
life. It was during these 16 years of experi- 
ence in the treatment of infection and dysfunc- 
tion of the liver, gall-bladder and ducts that a 
few cases of what I diagnosed as angina pectoris 
came under my care in whom I discovered suffi- 
cient trouble in the liver or gall-bladder to jus- 
tify giving a course of drainages. However, 
with no idea of relieving or curing the anginal 
symptoms, it was impossible to ignore the reports 
from the patient that his substernal pain had 
disappeared, that he had resumed his former 
duties, or as he put it, his heart was now acting 
better than it had been doing for years. Then 
I fortunately had my own personal experience 
in April and May of 1935. The study of Leary’s 
paper made in Aug. *35 furnished a rational 
explanation of my own attack of what I had 
always looked on as “heart disease.” 

Symptoms: What is the symptomatology of 
hypercholesteremia—this metabolic disease that 
we have been calling coronary heart disease, an- 
gina pectoris, etc. I do not think I could do 
better than to describe my own experience. The 
first thing I noted was a mild form of dyspnea 
accompanied by a feeling of substernal discom- 
fort that occurred after or with a moderate phys- 
ical effort, and I may say that I was not in 
the habit at any time of making anything but 
moderate physical effort. I next noted an in- 
crease in my waist measurement and I began 


to leave the top button on my trousers un-— 
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buttoned. Later on I left one or two more un- 
buttoned and even opened one or two of the 
lower buttons of the vest when sitting down 
to rest which I did with increasing frequency. 
My appetite remained good but the bowels, which 
had always been regular, became somewhat con- 
stipated and the movements were rather scanty 
in amount. About this time I noted a gain in 
weight of about ten pounds and people said I 
looked better than I had for years. 1 surely 
didn’t feel better. 
the heart I had difficulty in locating the apex 
beat and the pulse was about 100, but neither 
then or later did any edema of feet or ankles 
occur. I might remark at this time that about 
three years before I had my heart examined 
by a heart specialist and was given a clean bill 
of health, I now began to be troubled with 
vertigo when arising, especially if I got up in a 
hurry, and later this vertigo was present mildly 
at times during the day. During February I 
had two mild attacks of hemoptysis, being both 
times awakened at night with a sudden cough, 
and I brought up a small mouthful of blood. 
After this I began taking digitalis but it seemed 
to disagree with me, so I changed to another 
form and was no better. Then I took theobro- 
mine without results. I got more relief from 
a saline cathartic taken before breakfast than 
anything else but that seemed debilitating if 
taken often. In April I went to bed and called 
a doctor. I have gone into these matters with 
a good deal of detail because the history describes 
fairly well the cases I have seen and treated 
since that time. At no time have I found al- 
bumin in these cases but usually a reaction for 
bile is found in the urine. I think an examina- 
tion of the blood for its cholesterol content would 
be a valuable aid in the diagnosis of these cases 
but have not had the facilities for doing this. 
I am convinced that when the question of diag- 
nosis, i.e., early diagnosis of coronary heart dis- 
ease, is submitted to the laboratory technicians 
we will get data that will be invaluable. 

Etiotocy: Age—Practically all cases occur 
after the fourth decade, a few cases occurring 
in the male in the third decade. Average age 
of incidence in the male 53 years; in the fe- 
male 63. 

Sex—Ratio between sexes, male 7: 1 in the 
female. 

Diet—Probably the excessive use of fats in 
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the United States has much to do with the prev- 
alence of disturbed liver function in this country. 
One large and efficient clinic in the city of New 
York reports that 42 per cent. of their adult 
clientele are suffering from some form of liver 
dysfunction. A possible explanation of the dif- 
ference of incidence and its delayed occurrence 
in women is the fact that among younger women 
more attention is given and pains taken to 
avoid loss of form. The various diets they im- 
pose upon themselves with the idea of retaining 
a youthful appearance are other contributing 
factors. While these so-called diets sometimes 
do some injury it probably accounts for their 


comparative freedom from coronary heart dis- 


ease. Later in life when the dietary bars are 
let down a few cases of coronary disease among 
women appear. ‘The only women patient I have 
had is a famous cook who undoubtedly appreci- 
ates her own achievements, as she weighed 254 
pounds. She made a prompt recovéry and now 
weighs 210 pounds and has lost 5% inches in 
abdominal circumference. This disease also has 
its economic aspects; at least it so appeared in 
the cases I have seen. All of them have had 
access to all the food they cared to eat and the 
kind of food they fancied. ‘This reminds me 
that in the history of man no tribe, clan or na- 
tion has had the superfluity of food that now is 
available in this country. This is particularly 
true of our supply of fats. The abundance of 
feeding grains in this country induces the farmer 
to put every ounce of fat that he can on an 
animal before it is marketed. With the adapt- 
ing of various vegetable fats for human con- 
sumption this makes something of a task for 
the human liver, so it is not surprising that 
we now see many cases of hypercholesteremia. 
The supply of feeding grains also assures us of 
a plentiful supply of eggs, and the yolk con- 
tains a higher percentage of cholesterol than is 
found in any other common article of food in 
general use. In taking the history of cases of 
gall-bladder disease and disturbance of liver 
function one is immediately impressed with the 
fact that men eat many more eggs than do 
women. Many women say they do not like eggs 
and a woman who eats eggs will tell you that 
she eats one egg for breakfast two or three times 
a week. The average man who was served a 
single egg for breakfast would consider it a 
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kind of insult. This dietary note might very 
well be of some significance. 

Treatment: I will begin this by quoting 
from Dr, Harry Gold’s article in the Journal of 
the A, M. A. of Jan. 7%, 1939. 


entitled “Drug Therapy in Coronary Disease.” 
The article begins with two interesting sentences: 


This article is 


“The use of drugs in coronary disease resolves 
itself into the treatment of several symptoms 
and functional disorders of the heart and cir- 
culation. There are at present no chemical 
agents that can materially influence directly 
the cause of the structural abnormality in the 
heart muscle and its blood vessels.” You will 
note this statement is of very late date and rep- 
resents the informed opinion of a man familiar 
with the subject as considered from a certain 
standpoint. ‘The article covers the subject fully 
as to use of standard remedies for control of 
symptoms and also as to their futility as a cure 
of lesions or the cause of the disease. In fact I 
do not think he designates or refers to the causal 
element. I wish to challenge this view of coro- 
nary heart disease and propose to you a rational 
concept of the disease and a simple, rational 
and effective method of treatment. I have 
quoted from Dr. Leary the demonstrated path- 
ology of the disease and that this pathology is 
brought about by an excess of cholesterol in the 
blood and tissues. I have given dietary and 
economic facts that explain the increased pres- 
ent day frequency of the disease and its pre- 
dominance in the male. I have, I think, proved 
that it is possible to dissolve and eliminate those 
clods of cholesterol commonly known as gall- 
stones with complete relief of symptoms and 
every evidence of restored liver function. It 
to me seems altogether logical to expect, by the 
same therapeutic ‘means, to remove these other 
accumulations of cholesterol whose presence have 
become such a menace to life. Clinical experi- 
ence amply proves this view of the condition. 
A word as to non-surgical drainage of the 
gall-bladder. Doubt exists in the minds of 
physicians and often the procedure is referred 
to as duodenal drainage. This to my mind is a 
poor term. In the first place I know of no con- 
dition of the body or of the duodenum that ever 
calls for drainage of that section of the bowel. 
On the other hand, I have a daily visual demon- 
stration of the effectiveness of the measure in 
not only draining the gall-bladder but its effi- 
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ciency in freeing clogged ducts and restoring 
function. When coronary heart disease is con- 
sidered from a metabolic standpoint and the 
offending material identified it would certainly 
seem that we might now hope for a somewhat 
brighter prognosis in these serious cases. In the 
treatment of these cases an early diagnosis is im- 
perative. If the diagnosis is not made until 
after occlusion occurs it is practically useless, 
and I think the formulation of a working syn- 
drome by both clinicians and laboratory tech- 
nicians is now our first need. After a diagnosis 
is arrived at early enough the treatment is 
easily carried out. 


My routine is first to establish a dietary elim- | 


inating as much as possible all fats. If occlu- 
sion seems imminent I put the patient on sepa- 
rated milk, light brown sugar and orange juice 
until the gall-bladder has been emptied three 
times at five-day intervals, and the operator must 
satisfy himself that the systie duct is open and 
functioning. This is usually plainly shown by 
the changed character of the bile and also by 
the marked relief of all symptoms, which if the 
drainage has been carried out properly will be 
shown in this short time. 

After the third drainage another is given in 
ten days, again in 20 days and repeated in 30 
days, making the whole time of treatment cover 
about 70 days. The last drainage is made with 
as much care as possible, i.e., as to presence, 
specific gravity and general appearance of the 
B. fraction, that is, the gall-bladder bile. Dur- 
ing the first period of treatment nitroglycerine 
1/100 gr. may be used so long as paroxysms of 
pain are present but this is rarely needed after 
the third effective drainage. I give very little 
digitalis and when given I use a small dose and 
always combine the tincture of digitalis with 
the tincture of opium in the proportion of five 
to one. 

An attempt to digitalize a patient with these 
pathological changes would be patently danger- 
ous and the attempt might possibly be made be- 
cause some of these cases have very few of the 
classical signs of angina pectoris. 

As an attempt to justify this effort allow me 
to quote from the February issue of the Illinois 
“Health Messenger on mortality in Illinois in 
November, 1938: “Diseases of the Circulatory 
System 2,186, Diseases of the Heart 2,058, total 
4,244, with the rate steadily rising.” 
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BILATERAL CORTICAL NECROSIS OF 
THE KIDNEYS 
J. A. Tura, Pu. D., M. D., anp A. VANDER- 
Kuoot, M. D. 


From the Grant Hospital of Chicago and the Departments of 
Pathology and Medicine of the University of Illinois College 
of Medicine. 


CHICAGO 


Most cases of bilateral cortical necrosis of the 
kidneys have occurred during pregnancy. The 
case which we are reporting was not associated 
with pregnancy, and was accompanied by es- 
sential hypertension and thyroid deficiency. 
Anuria is the most important clinical symptom. 
Renal infarction which is usually a complica- 
tion of cardiovascular disease, and bilateral ure- 
teral occlusion must be ruled out, as well as 
other causes for anuria, before a diagnosis of 
bilateral cortical necrosis can be made clinically. 
The condition is almost invariably fatal, al- 
though a few cases have been reported which 
have recovered following the intravenous use of 
glucose and increasing the fluid intake, and a 
few following decapsulation of the kidney. 

Ash! made an exhaustive search of the litera- 
ture in 1933 and found 60 cases and reported 
two from his own experience. He also reviewed 
numerous articles on eclampsia to determine if 
cases of bilateral necrosis of the kidneys had 
been included among them, and not reported 
as such. He chose 44 cases in which there was 
no doubt as to the diagnosis. Of these “32 
complicated pregnancy, two followed the intra- 
venous use of camphor, three were of cryptogenic 
origin and one occurred in each of the follow- 
ing conditions: scarlet fever, diphtheria, car- 
cinoma of the prostate, pulmonary tuberculosis 
and trauma.” Antepartum hemorrhage was 
present in 13 cases collected by Schriver and 
Oertel.? Barber? reported autopsy findings in 
cases of dioxane poisoning where the chief lesions 
were symmetrical necrosis of the kidneys and 
central necrosis of the liver. 

More recently Evans and Gilbert* reported 
a case which occurred during pregnancy, and 
Garvin and Van Wezel® reported three cases 
which were not associated with pregnancy and 
which also showed severe central necrosis of the 
liver. 

Experimentally Glynn*® has reported cortical 
necrosis of the kidneys in rabbits following in- 
jections of staphylococcus toxin. Byrom* has 
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produced lesions in the kidneys of rats by in- 
jecting very large doses of vasopressin (pitres- 
sin) which resembled closely the bilateral cortical 
necrosis found in human cases. Smaller doses 
gave lesions which resembled in some respects 
those seen in human cases of preeclamptic tox- 
emia and eclampsia. 


CLINICAL HISTORY 


An obese 50-year old housewife entered Grant Hos- 
pital on September 29, 1938 in a semistuporous condi- 
tion. Five days prior to entrance the patient complained 
of constipation and colicky pains in the abdomen. Anu- 
ria had been present for two days. The heart was 
enlarged to the left. The blood pressure was 184 sys- 
tolic and 100 diastolic. The R. B. C. was 4,800,000 and 
the W. B. C. was 4,200. A differential count showed 
2 per cent. polymorphonuclear leukocytes, 22 per cent. 
hand forms, 21 per cent. juveniles, 2 per cent. myelo- 
cytes, 3 per cent. basophils, 27 per cent. monocytes, 
22 per cent. lymphocytes and 1 per cent. irritation 





Fig. 1. A cut surface of the kid- 
ney showing the extensive cortical 
necrosis surrounded by a _hemor- 
raghic zone, and with extensions 
into the columns of Bertini. 


forms. The N. P. N. was 200 mgm. per 100 cc. of 
blood. A total of two oz. of dark urine was obtained 
with two plus albumin and numerous pus and red blood 
cells. The patient died four days after admission to the 
hospital. 

The past history with reference to hypertension, thy- 
roid dysfunction and obesity dated from April 1932 
when a subtotal thyroidectomy was performed. In 
January 1933, she came to Grant Hospital complaining 
of nervousness, weakness, tremor and a swelling in the 
right side of the neck. The blood pressure at this time 
was 200/105. The pulse was 100 and the electrocardio- 


Fig. 2. Shows the narrow sub- 
capsular intact area on the right 
fairly sharply demarcated from the 
necrotic area on the left. 
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gram showed left axis deviation and signs of myocar- 
dial damage. She lost 30 pounds in weight during the 
next few months and the Basal Metabolic Rate in- 
creased up to plus 88. In May 1933, a partial removal 
of the right lobe of the thyroid was performed. In 
December 1937, she weighed 208 pounds and com- 
plained of occasional swelling of the ankles and dyspnea. 
Thyroid extract had been prescribed for several months 
prior to her final admission to the hospital. 


AUTOPSY FINDINGS 


The autopsy was performed 12 hours after death. 
The heart weighed 400 grams and showed eccentric 
hypertrophy. The spleen weighed 420 grams and 
showed small areas of hemorrhagic infarction. The 
right kidney weighed 270 grams, the left 310 grams. 
The surfaces made by sectioning showed the greater 
part of the cortex to be pale tan mottled with occa- 
sional irregular dark purple red areas. The yellow 
necrotic cortical tissue averaged 4 mm. in thickness and 
was surrounded by a narrow dark purple red zone. 
There was a narrow purple grey subcapsular area which 


Fig. 3. Shows the necrotic zone 
to the left and the cortico medullary 
junction and suprapyramidal portion 
to the right. 


measured up to 1 mm. in width. Some of the columns 
of Bertini were also pale tan and were surrounded by a 
narrow rim of dark purple red tissue. In a few places 
the continuity of the yellow necrotic cortex was inter- 
rupted by a narrow strip of purple grey non-necrotic 
tissue extending from the pyramids to the subcapsular 
region. 

Microscopically there was a wide zone of necrosis 
in the cortex of the kidney in which only hazy outlines 
of the tubules, glomeruli and blood vessels could be 
recognized. Nuclear fragments were seen in the blood 
vessel walls and in the tubular epithelium. Polymor- 
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phonuclear leukocytes were found in the interstitial 
tissue in increasing numbers as the outer hemorrhagic 
zone was approached. The lumina of some of the 
intralobular arteries and the finer glomerular branches 
in the necrotic zone were partially filled with clumps 
of conglutinated red blood cells and strands of blue 
staining material which was best shown by Mallory’s 
phosphotungstic acid hematoxylin stain. In the hem- 
orrhagic zone surrounding the central necrotic areas the 
glomeruli and intertubular capillaries were markedly 
engorged with red blood cells. In the subcapsular areas 
the nuclear structures were fairly well preserved. 
DISCUSSION 


The pathogenesis of bilateral cortical necrosis 
has been discussed in detail by Scriver and 
Oertel® and more recently by Oertel.? They 
followed the studies of Ricker® which dealt with 
the influence of varying degrees and types of 
irritation on the blood vessel walls particularly 
through nerve stimulation. Excessive irritations 
caused varying degrees of vasodilatation of the 
arterioles and capillaries with ultimate complete 
stasis. 

The factors which bring about the common 
circulatory collapse of the terminal arterioles 
and capillaries of the kidney are not known. It 
cannot be narrowed down to factors occurring 
only in pregnancy, since a few cases have been 
reported in adult males and children and also 
where an infection alone was present. There 
is not sufficient clinical or experimental evi- 
dence to suggest that the combination of hyper- 
tension and endocrine disturbances, such as was 
present in this case, can produce bilateral cortical 
necrosis of the kidneys. 


SUMMARY 


A case of bilateral cortical necrosis of the 
kidney is reported, which was unassociated with 
pregnancy and which was accompanied by essen- 
tial hypertension and hypothyroidism. 
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The present work represents a portion of a 
larger study of the nature and manifestations 
of coronary heart disease. This report deals 
chiefly with the effect of coronary disease on 
the total heart weigth and on the thickness of 
the right and left ventricular walls. 

The normal weight of the average adult hu- 
man heart has been the subject of much investi- 
gation for generations. Grey in his textbook! 
places the average heart weight at 280-340 grams 
for the male and 230-280 grams for the female. 

Cunningham? states that the normal heart 
weight is 310 grams for the male and 255 for 
the female. Morris* uses the figures of 312 and 
255 grams respectively. White* states that the 
average heart weight for the male is 300 grams 
and for the female 250 grams. Willius and 
Smith,® on the other hand, designate for the 
same the figures 294 and 250 grams. 

Considering all these sources we have decided 
upon 300 grams as the normal heart weight for 
the adult male and 250 grams for the female. 

There still exists relatively little information 
on the standard thicknesses of the left and right 
ventricular walls of the adult human heart. 
White* states that the average maximum thick- 
ness of the human left ventricular wall is 10-12 
mm. and of the right ventricle 3-4 mm. Most 
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of the other textbooks, however, remain signifi- 
cantly silent on this point. In the present study 
the average thickness of the left ventricular wall 
is assumed to measure 10 mm. and that of the 
right ventricle 3 mm. 

Various factors and conditions may be re- 
sponsible for the enlargement of the heart be- 
yond these normal limits. It is known that 
histologically cardiac hypertrophy is brought 
about by an increase in the mass and volume of 
the existing myocardial fibres rather than by a 
multiplication of their number. The actual 
mechanism of such hypertrophy has been the 
subject of considerable controversy. Loeb,® one 
of the earlier investigators, believes it to be due 
to the excessive absorbtion of water. Age, per 
se, is no factor in the production of cardiac 
hypertrophy according to Parkinson? while Wil- 
lius and Smith® assume it to be one of the fac- 
tors. Eyester’ and Dietlen® believe that stretch- 
ing of the myocardial fibres is the primary cause 
for hypertrophy. Most investigators, however, 
are of the opinion that cardiac hypertrophy is 
not due to any one single cause in every case. 
A multiplicity of factors seems to be at work in 
bringing about these changes and among these 
factors are listed elevated basal metabolism rate, 
increased physical exertion, anemia, coronary 
sclerosis, inflammatory changes, fibrosis, etc.1° 

The effect of coronary sclerosis alone on car- 
diac hypertrophy is still being investigated. 
Horine and Weiss!! followed 20 such cases for 
an average of 3 and 5/6 years and found no 
cardiac enlargement on x-ray investigation. 
Miller and Weiss,!2 Huber,!* Herrick'* and 
Clawson! likewise deny the influence of coron- 
ary sclerosis on cardiac hypertrophy. On the 
other hand, Bartels and Smith,!* 17 Palmer’® 
and Katz!® believe there is a definite relationship 
between coronary sclerosis and cardiac hyper- 
trophy. 

Experimental studies on ligation of the coron- 
ary arteries in dogs confirm the relationship be- 
tween coronary obstruction and cardiac hyper- 
trophy according to some investigators (quoted 
by Palmer?®). 

THE METHOD 


In our attempt to eliminate all other causes 


for cardiac hypertrophy we have discarded all 
cases with hypertension, valvular lesions, syphi- 
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lis, inflammatory myocardial changes, pericard- 
itis, thyroid disease, congenital heart deformities, 
anemias, cor pulmonale and all cases with im- 
paired kidney function. 

Out of a total of 7,970 consecutive autopsies 
on adults performed at the Cook County Hos- 
pital during the years 1929 to 1935 there were 
305 cases of proved coronary sclerosis. Out of 
these 183 cases had to be eliminated because of 
the presence of one or more of the non-coronary 
factors for hypertrophy in addition to the 
changes in the coronary arteries. 122 cases were 
thus left in which, as far as could be determined, 
coronary sclerosis was the only possible cause 
for cardiac hypertrophy. 

The cases were then classified according to the 
degree of involvement of the vessels, using the 
method of the late Dr. Richard Jaffe, Director 
of the Department of Pathology of the hospital. 
Complete obstruction of the coronary artery was 
designated as 4 plus; rigid “pipe stem” walls 
without anatomical obstruction 3 plus; plaques 
involving about 2/3 of the circumference 2 plus 
and if less than that, 1 plus. In addition, the 
cases were also classified as to sex and color. 

The incidence and degree of coronary sclerosis 
per color and sex is shown in Table 1. 


TABLE I. 
Color and 

Sex 1 plus 2 plus 3 plus 4 plus Total 
WM a 5 27 48 84 
CM 0 0 4 4 8 
W F 1 1 9 12 23 
es 0 2 1 4 7 

Total 5 8 41 68 122 


This table clearly indicates the marked inci- 
dence of serious coronary heart disease in white 
males and its relative infrequency in the colored 
race. 

The percentages of increase in the weights of 
these hearts were calculated on the basis of 300 
grams for the male and 250 grams for the 
female, the standards mentioned above. Thus if 
the heart of a male weighs 390 grams, the excess 
of 90 grams was taken as 30% increase in 
weight, while the same heart weight in a female 
would yield an excess of 140 grams or 56% of 
an increase in weight. In all our comparisons 
we have used only percentage increases, as these 
stand already corrected for the differences in the 
normal heart weights according to sex. 
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TABLE 2. 
Coronary Disease and Cardiac Hypertrophy 


Average Average 
Color Number heart weight increase Percentage 
and Sex of cases in grams in grams increase 
Group—1 plus 
WM 4 390 90 30 
CM 0 0 0 0 
WF 1 227 0 0 
CF 0 0 0 0 
Total average increase for this group 24% 
Group—2 plus 
WM 5 403 103 33 
CM 0 0 0 0 
WE 1 260 10 4 
CF 2 445 195 78 


a 


Total average increase for this group 40.59 


Group—3 plus 


WM 27 439 139 46.4 
CM 4 325 25 8 
WE 9 377 127 50.8 
CF 1 455 205 82 


Total average ‘ncrease for this group 43.9% 


Group—4 plus 


WM 48 437 137 46.3 
CM 4 517 217 72.5 
VI 12 380 130 52 
CI 4 432 182 73 


Total average increase for this group 50.4% 

Table 2 clearly indicates a definite relationship 
between the degree of coronary sclerosis and 
cardiac hypertrophy. 

The effect of coronary disease on the relative 
thickness of the left and right ventricular walls 
is shown in Tables 3 and 4, (Here likewise the 
comparative data are indicated in percentages 
of increase in thickness over and above the ac- 
cepted normal standards of 10 mm. for the left 
and 3 mm. for the right ventricular wall.) 

TABLE 3 


Effect of degree of coronary sclerosis on thickness of left 
ventricular wall. (Few cases had no record of such thickness.) 


Color Number Average mm. Average Percentage 
and Sex of cases thickness increase increase 
Group—1 plus 
WM 4 14.8 4.8 48 
CM 0 0 0 0 
WF 1 12 2 20 
CF 0 0 0 0 
Total average increase for this group 42% 
Group—2 plus 
WM 5 14.8 4.8 48 
CM 0 0 0 0 
WF 1 12 2 20 
CF 2 19 9 90 
Total avevage increase for this group 55% 
Group—3 plus 
WM 27 16.4 6.4 64 
CM 4 16.7 6.7 67 
WF 7 15.7 5.7 57 
CF 1 17 7 70 
Total average increase for this group 63% 
Group—4 plus 
WM 48 16.17 6.17 61.7 
CM 4 17.5 7.5 75 
WF 12 15 5 50 
CF 4 is 13.5 3.5 35 


wn 
i) 
rs 


Total average increase for this group 5 


TABLE 4 
Effect of degree of coronary sclerosis on thickness of right 
ventricular wall. (Few cases had no record of such thickness.) 


Color Number Average mm. Average Percentage 
and Sex of cases thickness increase increase 
Group—1 plus 
WM 4 4.25 1.25 41.6 

CM 0 0 0 0 
WE 1 3 0 0 
CF 0 0 0 0 
Total average increase for this group 33% 
Group—2 plus 
WM 4 4 1 33.3 
CM 0 0 0 0 
WE 1 2 0 0 
Cr 2 5.5 2.5 83.3 
Total average increase for this group 38% 
Group—3 plus 
WM 27 3.37 0.37 12.3 
CM 3 § 2 66.7 
WF 6 3.67 0.67 22.3 
CF 1 5 2 66.7 
Total average increase for this group 19.6% 
Group—4 plus 
WM 45 4.42 1,42 47.3 
CM + 5.25 2.25 75 
WE 12 3.5 0.5 16.7 
CF 4 4.25 1.25 41.7 
Total average increase for this group 43% 


As seen from these tables coronary disease has 
also a very definite effect upon the relative thick- 
ness of the ventricular walls. However, this 
relationship between the degree of sclerosis of the 
vessels and its relative effect upon the respective 
wall exhibits a rather peculiar pattern. The fol- 
lowing graph clearly demonstrates this pattern 
and represents a composite idea of the various 
anatomical changes produced in the heart by the 
onset and intensification of the degree of scler- 
osis of the coronary arteries, 


COMMENT 


Several facts seem to stand out from the study 
of these tables and graph. In the first place, 
there can be no doubt that coronary sclerosis per 
se causes a definite and proportionate increase in 
the total heart mass and weight. This is par- 
ticularly striking when all other conceivable 
causes for cardiac hypertrophy have, as in this 
study, been eliminated. 

More interesting, however, is the peculiar 
seemingly reciprocal response of the left and 
right ventricular walls to the degree of coronary 
sclerosis. It would appear that early in this 
process of calcification of the coronary vessels 
both ventricles, but especially the left, respond 
with an increase in the thickness of their walls. 
As the hardening process progresses the left 
ventricle seems to take over the brunt of the load 
and goes right on thickening its walls while the 
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right ventricular walls actually seem to either venous congestion or to some other, as yet un- 
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SUMMARY 


1, Coronary disease causes a definite and 
progressive increase in the total heart weight. 

2. In the early stages of coronary sclerosis 
the left ventricle continues to hypertrophy while 
the right ventricle actually seems to atrophy. 

3. In the terminal stages of coronary sclerosis 
this relationship between the ventricles seems to 
reverse, 

4, Coronary sclerosis is more common in 


males than in females and is relatively rare in 


the colored race. 
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FATAL TRICUSPID ENDOCARDITIS 
DUE TO 
TYPE 1 PNEUMOCOCCUS TREATED 
WITH SULFAPYRIDINE 
B. G. FisHk1n, M. D., anv I. Pitor, M. D. 
CHICAGO 


Several unusual features and sequellae of pneu; 
monia are presented in this report—mediastinal 
empyema; pneumococcic endocarditis, Type 1 
with involvement of the tricuspid valve; and the 
influence of sulfapyridine on the pneumocoe. 
cemia. 

Ruegsegger!? states that pneumococcus endo- 
carditis is not an uncommon complication of 
pheumococcie sepsis and reported 19 cases 
gathered over a period of 28 months during 
which 655 patients were admitted with an acute 
pneumococcus infection. The literature is rela- 


tively scant with proved cases of pneumococcus| : 


origin. 


According to Locke? and Lord® the 
pneumococcus should be demonstrated in the en- 
docardial lesion itself as the bacterial incitant 
morphologically, culturally and serologically. 

Ruegsegger’? opposes these views, stating that 
it precludes the making of the diagnosis ante 
mortem and suggests that acute endocarditis 
occurring during the course of lobar pneumonia 
should be considered pneumococcic in origin un- 
til proved otherwise. In ten out of his 15 cases 
in which an autopsy had been performed, cul- 
tures were made from the vegetation and each 
time the same organism recovered was also culti- 
vated from the blood of the patient during life. 
In Locke’s? report of 835 fatal cases of pneu- 
monia, of the 80 cases with acute endocarditis, in 
only 14 the pneumococcus was recovered from 
the vegetations. 

Type 1 pneumococcus is most commonly asso- 
ciated with the 
pneumonia. Bloomfield,? Palmer,? Funk,® Locke,! 
and Thomas and O’Hara** reported probable and 


endocardial complication of 


proved cases where the Type 1 was the offender: 
Lord® and Clough® found Types 2, 3 and 4 pneu- 
mococcus. In Ruegsegger’s!? series Type 1 was 
isolated twice; Type 5, five instaances; Type 4 
and 8 twice each; Type 2, 7, 9, 11, 12, 20 and 
29, once each. 

While acute pneumococcus endocarditis in- 

From the Department of Pathology and Bacteriology Univer: 


sity of Illinois College of Medicine, and from the Lutheran 
Deaconess Hospital, 
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REPORT OF CASE :—R. M., a fourteen-year old white 












































































































































































































































































































































































































































































































































































































































































































































DITIS | volves the left side of the heart more frequently _ 
than the right side, the relative frequency of female, weight 80 pounds was admitted to the Lutheran 
‘ATRD Mieait-aided javabvesnent is aveater.’ Peelle™ 1- Deaconess Hospital complaining of cough, fever, 
atin Ng —_ , oe copies “> dyspnea, pain in the chest, chills and loss of weight. 
porting 141 cases of pneumococcic endocarditis Four weeks prior to admission the patient had a “cold” 
,M. D. found the left side involved in 82.2 per cent., which ran‘a mild course for two weeks after which she 
the right side in 12.0 per cent. and both sides began to have a pain in her chest, a high temperature 
in 5.7 per cent. Comparing his findings with and a cough which increased in intensity. A portable 
> of pneu, Saeco x-ray revealed consolidation of the left lower lobe, and 
those on acute endocarditis in general, he noted > 
sdiastina : ; the sputum Type I pneumococcus. 50,000 units of serum 
ati that the right heart was involved oftener I was administered. After ten days the temperature drop- 
JP , pheumococcus endocarditis than endocarditis in ped to 100 degrees but during the next eight days it 
; and the general and that the tricuspid valves were fre- ranged from 100° up to 106° accompanied often by 
eumocoe. quently attacked. In 23 cases Lord’ found the severe chills. On the 9th of January she was admitted 
left side involved in 18, the right side in three to the hospital. “ee . : : 
us endo- . ‘ ; R 12 Physical examination revealed an acutely ill, thin 
ities and both sides twice. In 15 cases heugsegger girl who had moderate respiratory difficulty. The tem- 
" noted that the left side was involved in thirteen, perature was 102.4° F; the pulse 140; the respirations 
9 cases 
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Sulfapyridine has received considerable inter- 
est in its reported efficacy in the treatment 
of pneumococcic pneumonia,) 4 pneumococcic 
peritonitis,’ pneumococcic meningitis’ and sub- 
acute bacterial endocarditis.) 14 Bacteremia was 
present in many of these instances.!® 1! The 
incidence of complications were somewhat de- 
creased; however when they did occur, other 
measures such as drainage of empyema cavities, 
besides the sulfapyridine, was necessary before 
a complete recovery could be affected. > How- 
ever, there have been no published reports of 
pneumococcie endocarditis as a complication of 
pneumonia in which sulfapyridine had been used 
in the management of this complication. 


head, neck, ears, eyes, nose and throat appeared un- 
changed. The left chest lagged slightly upon inspira- 
tion. The apex beat was visible and palpable in the 
fourth interspace and within the midclavicular line. The 
left heart border was within normal limits, The right 
heart border extended 1 cm. beyond the sternal margin. 
The rate was rapid, the rhythm regular, tones of good 
quality and no definite murmurs audible. Anteriorly the 
fremitus, resonance and breath sounds were equal bi- 
laterally; many crepitant rales were heard on both 
sides. Posteriorly there was a marked diminution of 
fremitus from the vertebral column laterally to the left 
for 6 cm. This area, extending from the 3rd to the 
10th dorsal vertebrae, was dull to percussion, and breath 
sounds distant. Many crepitant rales were present on 
both sides. The abdomen was scaphoid; the liver, 
spleen and kidneys were not palpable. The extremities 


and reflexes were normal. 
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The urine had no albumin or sugar and a specific 
gravity of 1.015; the microscopic findings negative. The 
red blood count was 3,999,000; the white blood count 
13,000 and the hemoglobin 80; differential count 86 
per cent, polymorphonuclear leukocytes and 14 per 
cent lymphocytes. The non-protein nitrogen of blood 
was 30 mg. per cent. A stereoscopic x-ray film of the 
chest revealed a left-sided mediastinal empyema and an 
infiltration in the right second interspace. 

On the following day, a diagnostic pleural puncture 
was performed and 10 cc, of thick green pus was 
withdrawn. Direct smear and culture revealed pneu- 
mococci, Open drainage was obtained by removing 
three cm. of the 6th rib. Subsequently pus from the 
entire cavity was evacuated. However, the patient 
continued to have an extremely septic course with al- 
most daily chills, On January 14 a blood culture re- 


vealed a Type 1 pneumococcus. This was confirmed by - 


another positive blood culture two days later. On 
January 17, 20,000 units of antipneumococcus Type 1 
serum was administered and on the following day an- 
other 20,000 units. The patient had chills, marked 
dyspnea, increase and irregularity of pulse following 
the serum, but no marked change in the blood pres- 
sure. No marked clinical improvement was noted. 

Sulfanilamide therapy was started on January 13. The 
daily dividend doses ranged from 0.8 gm. to 3.0 gms. 
The maximum sulfanilamide concentration obtained was 
5.5 per cent. On January 22 sulfapyridine was substi- 
tuted for the sulfanilamide and it was administered in 
daily divided doses as follows :—4.5, 4.0, 3.0, 2.5, 3,5, 
4.0, 4.0 and 3.5 gms. 

Subsequent doses were 4.5, 4.0, 2.0, 1.5, 1.3, 2.3, 2.3, 
2.0 and 2.6 gms. It was discontinued on February 14. 
Blood cultures drawn January 24 and February 3 were 
negative. A culture drawn on February 14 revealed a 
Type 1 pneumococcus. The reactions noted during this 
intensive course of therapy were nausea, vomiting and 
a ringing and beating sensation in the head. The clinical 
course, fever, pulse rate were unaltered during the bac- 
terial free period and during the sulfapyridine therapy 
(chart 1). 

On January 21, the patient complained of a sharp 
pain in her right chest; two days later she began to 
expectorate a bloody type of sputum which persisted at 
various intervals until her death. She also complained 
of pains in her ankles, knees and hips. Her pulse was 
exceedingly rapid and ranged from 140-170 during the 
entire course. Repeated examinations of the heart did 
not reveal any marked change in the character of the 
heart tones and no murmurs were audible. An electro- 
cardiogram taken on February 6 revealed a sinus tachy- 
cardia, marked right axis deviation and myocardial 
damage. X-Ray films of the pelvis were negative. An 
x-ray film of the chest taken on February 6 showed the 
presence of cloudiness that was interpreted as con- 
gestion in both lungs. 

Fifteen blood counts ranged from 3,440,000 R.B.C.; 
13000 to 30,650 W.B.C; 73-84 Hemoglobin (Sahli) ; 
and the differential 80 polymorphonuclears to 92; 8-20 
lymphocytes. On February 15, the sixteenth blood count 
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showed the first marked variation—the red biood count 
2,940,000; white blood count 24,700; and the hemo- 
globin 59 Sahli, Twenty-six small transfusions were 
administered while in the hospital, the average amount 
being 65 cc., the total 1700 cc. She was also given 10 
mg. of thiamin chloride and 50 mg. of cevitamic acid 
daily, 

On February 15 she became drowsy, involuntary, 
more dyspneic and cyanotic, The temperature began to 
drop to subnormal and the following day she died. 
Autopsy findings were as follows: 

The lungs were bound down by firm, fibrous adhe- 
sions, No areas of encapsulated fluid or pus in the 
pleural cavities or mediastinum were found. The peri- 
cardial sac contained 200 cc. of a clear straw colored 
fluid. The heart was dilated, especially the right ven- 
tricle. The myocardium was soft and flabby and of a 
slight brown color. The pulmonary artery and the 
pulmonic valves were unchanged. One leaflet of the 


tricuspid valve was covered with a large soft friable 
fungating mass of organizing fibrin and blood that 


measured 4.5x3.5x2 cm. The other leaflets of the tri- 
cuspid valve and the auricular endocardium presented 
several smaller vegetations. The aorta, aortic valves, 
mitral valves, chordae tendinae and papillary muscles 
were unchanged. 

The right lung revealed several moderately soft pur- 
ple areas projecting above the dull pleura. These areas 
were firm and on section consisted of multiple hemor- 
rhagic infarcts of varying age. The color ranged from 
a deep red to purple; the consistency variable. Within 
the oldest infarcts were two anemic areas which were 
yellowish white in color and raised above the surface. 
The opposite lung was crepitant, reddish brown in 
color; no infarcts were noted. 

In microscopic sections, marked hemorrhagic ex- 
travasation was noted in the right lung. The alveoli 
were filled with large numbers of red blood cells and 
blood pigment. In regions of the small bronchi the 
acini were filled with polymorphonuclear leukocytes and 
lymphocytes as well as red blood cells. Another necrotic 
portion stained poorly throughout; the alveoli were 
entirely necrotic as was the interstitial tissue and smaller 
bronchi typical of anemic necrosis. The myocardium 
revealed marked fragmentation of the muscle. No fecal 
accumulation of cells was noted. The kidneys presented 
considerable tubular degeneration, but no marked 
changes in the glomeruli, increased vascularity and dila- 
tation of the capillaries, but no bacterial emboli were 
noted. Type 1 pneumococcus was cultivated from the 
vegetation on the tricuspid valve. 


SUMMARY 
An instance is reported of acute thromboul- 
cerative endocarditis of the tricuspid valve due 
to Type 1 pneumococcus complicating pneumonia 
and mediastinal empyema. Sulfapyridine tem- 
porarily cleared the blood stream of the organ- 
isms but did not prevent the fatal outcome. 
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THE PRACTICAL AND ECONOMIC 
PHASES OF X-RAY AND 
RADIUM THERAPY 
Cuntz Perry, M. D. 

LYANSTON, ILLINOIS 
The first duty of every physician is to make 
as careful and complete a diagnosis as is possible 
by all of the means that the circumstances will 
permit him to use in that particular case. Hay- 
ing conscientiously made the diagnosis, the doc- 
tor’s next immediate duty is to plan and inaug- 
urate the best and most desirable form of 
treatment that the circumstances will permit be- 

ing used. 

If the patient may be best restored to health 
by internal medication, that form of treatment 
should be used. If surgery appears to be the 
best treatment to use, surgical treatment should 
be carried out. If some form of irradiation 
therapy offers the best means of treating the case, 
then irradiation should be used. In many cases 
some combination of these various forms of treat- 
ment is best. 

Where the physician is not properly equipped 
by training and experience or where he lacks the 
proper physical apparatus to render any treat- 
ment that the patient should have, it is his duty 
to so inform the patient and to arrange to have 
some other physician render that particular treat- 
ment needed. In such eases the physician first 
on the case retains control of the patient except 
as‘to the particular treatment to be rendered by 
the other physician called in. Right here is a 
somewhat delicate point: the second physician 
called in should have full authority to administer 
the special treatment or treatments that he is to 
give without interference by the physician in 
charge of the case. This may seem to be a simple 
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matter but it is not; it is a very important mat- 
ter. The physician rendering the special treat- 
ments is better qualified to decide the technic 
and the number of treatments to be given. 

To illustrate this point I can name many in- 
stances similar to this one: Seven years ago a 
physician sent one of the University Professors 
to me for treatment for hyperthyroidism. After 
| had given the professor three doses of x-ray, 
the referring physician called up and said “I 
have decided not to give the professor any more 
\-ray treatment now, I don’t want to bring on a 
condition of hypothyroidism and then have to 
he feeding him thyroid tablets the rest of his 
life.” Well, of course, the professor went on 
with his toxie goiter conditions about the same 
as before, until he finally decided to make a 
change of physicians, and he selected another 
physician with better judgment and ethical sense, 
who again referred the professor back to me for 
further treatments. After a course of nine more 
doses of x-ray the patient was brought back to 
a normal metabolic activity and has remained 
in apparently perfect health ever since with no 
further medication nor treatment of any kind. 

In planning the treatment of any patient it is 
necessary to first of all decide the most efficient 
and desirable treatment or combination of treat- 
ments to be used. In doing this the first con- 
sideration is, of course, the patient’s safety and 
health and future welfare. The other factors 
that enter into the consideration of treatment 
are the economical status of the patient and the 
patient’s social and business status and responsi- 
bilities. In this connection, it is perfectly proper 
to state that, for most of those conditions that 
may be successfully treated by either x-ray, 
radium, or other forms of radiant energy which 
properly fall under the sphere of the radiologist’s 
specialty, the treatments may be carried on with- 
out the patient being hospitalized or even having 
to discontinue his or her daily business activities. 
Therefore, if radiologic treatments of any form 
offer as good a chance for clearing up the condi- 
tions as may be obtained by any other form of 
treatment, such as medical, surgical, or climatic 
treatment, the radiological treatments would, in 
most cases, be desirable because such treatments 
could be carried on usually with less expense and 
without the patient having to change his busi- 
ness or social routine. To illustrate, hyperthy- 
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roidism may in most cases be successfully treated 
with the patient pursuing his regular routine. 
The obvious saving in hospital expense is clear, 
and, with the prevailing charges for both surgical 
and radiological treatments, the patient would 
save considerable money by being treated by 
x-ray. Another illustration is the matter of cli- 
matic change for such things as chronic nasal 
accessory sinus conditions, etc.; many of these 
cases may be apparently cured by sending them 
to certain high and suitable climates, such as 
that of Colorado or similar climatic areas. On 
the other hand, many of these cases may be 
gotten in just as good condition by fairly in- 
expensive radiological treatments, consisting of 
mild doses of x-ray, cold quartz ultraviolet 
therapy, etc., and continue in their daily voca- 
tional activities. If these people are so situated 
economically that they cannot spend a part of 
the year in those places and climates where they 
are free from nasal sinus trouble, the wisdom of 
their being treated radiologically is evident. Cer- 
tain skin lesions can be used to illustrate the 
same idea. And, again, while some of the skin 
lesions may be treated successfully by either 
radiation alone or by medical applications alone, 
the radiological treatments may be preferable be- 
cause they do not involve the covering of the 
skin with any unsightly or disagreeable medical 
applications. Furthermore, certain skin lesions, 
such as verruca, are permanently cured by x-ray 
therapy, while they are prone to return following 
any other form of treatment. 

In those serious malignant cases that need a 
combination of severe irradiation and surgery, 
such as breast cancer cases, it is almost always 
best to give the patient the irradiation therapy 
first and immediately follow this up with the 
surgical removal of the breast. There are two 
good reasons for this: First of all, the end-results 
in the percentage of permanent cures are con- 
siderably better with this plan than have been 
obtained by operating first and using irradiation 
therapy afterward. Secondly, it is a conserva- 
tion of the patient’s time and the discomfort, 
etc., of convalescence is diminished, because the 
surgical operation necessarily keeps the patient 
laid up for from one to three weeks; and, if the 
irradiation therapy is done immediately before 
the surgical operation, much of the skin surface 
most seriously damaged by the irradiation over 
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the breast is removed at the time of the opera- 
tion, and the patient not only suffers less local 
pain and discomfort, but recovers from the effects 
of radiation while the surgical wounds are heal- 
ing. Furthermore, nine years of experience have 
taught us that, contrary to the old time notion 
that surgical wounds do not heal well after 
irradiation, we have proven in over forty cases 
that healing is just as prompt and perfect if such 
cases are immediately operated upon after the 
irradiation therapy is finished, as occurs where 
no irradiation therapy has been done. The secret 
in the successful healing is that the operation 
should be done immediately after the treatments, 
and not wait until the irradiation therapy has 
produced the maximum reaction. 

We physicians need to constantly bear in mind 
that the patient’s health, which, of course, in- 
cludes his physical and mental conditions, should 
be our prime consideration in our dealings with 
that patient. It is a bad combination, even if 
we completely restore a patient to physical 
health, to leave that person financially sick. 
If the patient has a greater expense than he can 
take care of with reasonable effort after he has 
regained his health, that expense may be the 
cause of other serious mental if not physical dis- 
ability. It is an altogether too common custom 
these days for members of the medical profession 
to send their patients to the hospital. Doctors 
send their patients to hospitals unnecessarily for 
any one of the following reasons: 

1. They send their patients “to the hospital 
for observation.” While some cases can best be 
studied at the hospital, this practice is sometimes 
overdone, thus increasing the “cost of medical 
care” to the patient. 

2. For rather trivial forms of illness or in- 
jury that might be just as well treated at the 
patient’s home, or at the doctor’s office, and thus 
save hospital expense to the patient. 

3. Some of the doctors may even be prompted 
to try to have a better showing of the extent of 
their practice, ete., by a desire to have “a larger 
number of patients at the hospital than Dr. 

has.” 

This unnecessary hospitalization of patients 
adds very greatly to the patient’s expense in case 
of injury or illness. Oftentimes the hospital bill 
is greater than the physician’s bill, and without 
any added benefit to the patient, who might just 
as well have been examined and treated at his 
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home, or the doctor’s office, without hospitaliza- 
tion. 

Another factor that is lost sight of by some 
members of the medical profession is that they 
usually can keep a more close and practical con- 
nection with many of their patients by keeping 
the patient at home than they can maintain after 
the patient is once hospitalized. In the economic 
and competitive struggles of hospitals and hos- 
pital staffs, the patients are all too often mere 
“items” in the business activities of the hospital 
and of the favored members of the hospital staff. 
The patient is subjected to much unnecessary 
expense and, to the more sensitive patient, there 
may be annoying publicity of his various illnesses 
and accidents. 

Fully realizing that the hospital practice and 
associations of the physician tend to bring him 
more in contact with his fellow physicians and 
thus help him to maintain in general a more 
“up to date” status of medical and surgical 
facts and procedures, it should also be borne in 
mind that “we are all human” and, if tired or 
desirous of “getting away from” our medical 
practice for recreational or other purposes, we 
may skip many details as to diagnosis and care 
of the patient by telling the interns or nurses 
to do certain things which, if conscientiously 
done by the doctor himself, would be better for 
hoth the doctor and his patient. We have other 
phases of unnecessary hospitalization of patients 
which will occur to the minds of the more 
thoughtful members of the medical profession. 

Reverting to the matter of treating those 
patients who may be best treated by irradiation 
therapy, we at once discover a prevailing weak- 
ness in the present day procedures in this line in 
the average general hospital. This weakness lies 
in the fact that it is the prevailing practice for 
these hospitals to run their radiological depart- 
ments as a revenue-producing part of the hos- 
pital activities, and thus make up from the 
radiological department deficits that oceur in 
certain other of that hospital’s activities. This 
practice leads the hospital to hire the radiologist 
on a salary, and at once put him on “quantity 
production” ; the hospital authorities usually pay 
more attention to “the number of patients 
x-rayed” than they do to the accuracy of the 
work done. Furthermore, the average hospital 
pays its radiologist a smaller salary than a com- 
petent radiologist can earn in the legitimate pri- 
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vate practice of his specialty. The hospital does 
this in order that they may make a profit on the 
radiologist’s work done there. The end-results 
are one of two things—either the radiologist 
who takes such a position is more or less in- 
experienced or incompetent, or he would not ac- 
cept the salary for which he works, or he makes 
private reservations of his time and abilities to 
be used outside of his hospital activities for his 
own benefit. Under the first proposition, the 
patients of that hospital are not getting as good 
irradiation treatments as a more competent and 
experienced irradiation therapist would render 
to them. Under the second postulate above men- 
tioned, the ordinary hospital patients are “run 
through” in a careless and perfunctory manner, 
and thus oftentimes receive improper or inade- 
quate irradiation therapy. Of course, the more 
thoughtful and observing patients often detect 
this state of things and eventually seek treat- 
ment from a competent radiologist in private 
practice; in such cases, whatever money they 
have paid for the “hospitalization,” or hospital 
services, has been practically wasted and is 
merely another item added to “the high cost of 
medical care.” 

While surgical technic is now well developed, 
and the morbidity and mortality rates decreased 
in proportion, irradiation therapy, when given 
by properly qualified and recognized radiologists, 
has lower morbidity and mortality rates in treat- 
ing properly selected cases than does the surgery. 

Having briefly shown the wisdom of avoiding 
unnecessary hospitalization of our patients, and 
having spoken in brief of the comparative values 
of irradiation therapy and of surgery in certain 
cases and conditions, we should, of course, give 
some consideration to the comparison of irradia- 
tion therapy with general medical therapeutics. 
In my opinion, x-ray or radium treatments do 
not in any way ever stimulate normal cell ac- 
tivity nor do they stimulate normal functional 
activity of any part or organ. On the other 
hand, the end-result of any dose of either x-ray 
irradiation or radium irradiation is inhibiting 
to both normal cell and normal organic func- 
tional activities rather than stimulating. Be- 
cause of this, certain systemic diseases, such as 
Hodgkin’s disease, myelogerious leukemia, and 
in the hang-over coughs follewing certain acute 
infectious diseases, such as measles, scarlet fever 
and pertussis, especially the last named disease, 
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in which the lymphatic glands of the mediasti- 
num and pulmonary hilar areas become chron- 
ically engorged with an abnormally large number 
of lymphocytic cells, x-ray therapy is usually 
much more efficient and therefore more desirable 
than drugs or other remedial efforts. Of course, in 
the Hodgkin’s and leukemic cases, the end- 
results are usually fatal, but the x-ray therapy, if 
properly used, prolongs the patient’s life from 
one to three years and keeps the patient in much 
better physical condition and comfort. In the 
last named cases of complicating coughs follow- 
ing the infectious diseases, a few light doses of 
x-ray promptly dissipate the lymph congestion 
and effect a permanent cure of the conditions. 

In our experience the following diseased con- 
ditions have been satisfactorily treated by x-ray 
or by radium, or in some cases by these two 
forms of irradiation therapy combined. In order 
to make this as concise and at the same time as 
comprehensive as possible, I have arranged these 
various lesions in alphabetical order and placed 
certain key figures after each named lesion. “1” 
indicates that that lesion often cannot be perma- 
nently cured without the use of x-rays or radium. 
“2” indicates that irradiation is the most useful, 
if not the only useful treatment. 
that x-ray usually gives the best results but that 
there are other forms of fairly successful treat- 
ment. “5” indicates those conditions that are 
usually best treated with radium. “6” indicates 
the conditions that are best treated by first, 
irradiation therapy, and the follow-up surgical 
removal of remaining primary tumor masses. 
“Y? indicates the x-ray treatment combined with 
medicimal treatment is usually best. 

Acne varioloformis 4 

Acne vulgaris 4 

Actinomycosis 6 

Angioma 5 

Blastomycosis 7 

Bromidrosis (Hyperidrosis) 7 

Callositas 2 

Carbunculus 2 

Carcinoma 6, 1 

Cheilitis 2 

Chromidrosis (Hyperidrosis) 7 

Cornu 4 

Dermatitis 4 

Eczema 4 


“4” indicates’ 
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Epithelioma 2, 1 
Fibroma 2 
Favus 2 
Furunculosis 4 
Hodgkin’s Disease 4 
Hyperidrosis 7 
Hyperthyroidism 2 
Hypertension 2 
Keloids 2, 1 
Keratosis 1 
Kraurosis vulvae 1 
Kraurosis ani 1 
Leukoplakia 5 
Lupus vulgaris + 
Lymphadenitis 4 
Onychomycosis 7 
Paronychia 7 
Pompholyx 4 
Pruritis 1 
thinoscleroma 1 
Sarcoma 6, 1 
Sinusitis of nasal accessory sinuses ? 
Sexual Sterilization 4 
Sycosis 4 
Tinea barbae 2 
Tinea capitis 2 
Tubercular glands 2 
Verruca—all forms 1 
636 Chureh St. 





APPENDICITIS: A REVIEW OF 
3,407 CASES* 


M. H. Srretcuer, M. D. 
CHICAGO 


This clinical study was prompted by the fact 
that a gradual rise in the mortality rate of 
appendicitis was evident during the years of 
1932, 1933 and 1934. In the gross analysis 
of this review one naturally considers the amebic 
dysentery epidemic occurring during that time 
and the possible influence it may have had on 
the rate of mortality of appendicitis if the 
two diseases were present in the same patient. 
Other interesting phases were considered in this 
problem. 

To get a better perspective of this summary, 
cases of appendicitis were studied covering a 
substantial period before and after the epidemic. 


*Presented before The Chicago Society of Internal Medicine 
Nov. 27, 1939. 
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The histories studied were of patients that 
had no other surgery performed during appen- 
dectomy and included the period from 1929 to 
1937 inclusive. 

The patients were classified in accordance with 
the operative and pathologic findings as: 

(1) chronic 

(2) acute 

(3) with abscess 
(4) with peritonitis 

The patients studied were operated upon at a 
private hospital of a general type which is com- 
prised of an attending staff and a visiting staff. 
We consider our institution as one of the better 
hospitals in Chicago of its type. 

In the first table we have classified the cases 
as to general distribution in relation to the 
amebic dysentery epidemic. 

Table 1 shows the distribution of cases re- 
viewed from 1929 to 1937 inclusive. Of the 
3,407 cases studied, 2,321 were female and 1,086 
were male. In this group there were 96 cases of 
appendicitis with abscess and 72 cases with 
peritonitis. 

In the next table we show the number of 
cases of amebiasis in association with appen- 
dicitis, 

From 1929 to 1937 there were 77 cases of 
diarrhea or an incidence of 2.26 per cent. asso- 
ciated with appendicitis. In the analysis of 
the stools seven cases were reported as suspects 
for amebas, 16 were positive for amebas and 
30 stools were negative. The incidence of ame- 
biasis associated with appendicitis in the period 
1929 to 1937, inclusive, is .04 per cent., while 
if only the epidemic years of 1933 and 1934 
are taken in consideration the incidence rises 
to 1.91 per cent. 

We then became interested in correlating the 
pathologic findings of the appendix in relation 
to amebiasis. In 1933 there were 36 cases 
with a diarrhea, 34 of which were operated 
upon. Of these, three cases had positive amebas 
demonstrated in the microscopic examination 
of the appendix after operation, otherwise nega- 
tive for any pathological findings; 15 were re- 
ported as phlegmonous and 16 showed mild 
fibrosis. 

In 1934, 21 cases with a diarrhea were op- 
erated upon of which six were reported as phleg- 
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monous, 14 showed no changes and one was 
reported as catarrhal. It is interesting to note 
that a left-sided pain was present in nine cases 
in 1933 and in six cases in 1934; in both in- 
stances the stools were positive for. the ameba. 
There was no record of any proctoscopic exam- 
inations made in any patient which were rec- 
orded as having a diarrhea or a positive stool 
previous to operative procedure. 

The leucocyte counts paralleled the elevated 
temperature in all patients who had a diarrhea 
or positive stool findings. 

In Table 3 we attempted to outline briefly 
the mortality percentages. 

Between the years 1929 and 1937 there were 
67 deaths associated with appendical surgery 
in 3,407 patients or a mortality of 1.96 per 
cent. In the years 1933 and 1934 the mortal- 
ity is 2.21 per cent. and 3.67 per cent. respec- 
tively, an increase of .25 per cent. and 1.71 
per cent. respectively. From the results obtained 
thus far it-was evident that the amebic dysen- 
tery epidemic was directly responsible for the 
increase in the mortality rate in the years of 
1933 and 1934. We therefore made a careful 
survey of the mortalities that may have been 
directly ascribed to complications arising from 
amebiasis. 

In Table 4 we list the relationship between 
complications in appendectomies with amebiasis. 

Note that in five patients with positive stools 
for amebas in 1933, there were two patients 
that met with complications. In 1934 in eight 
patients with positive stools, six met with com- 
plications that terminated in death for four pa- 
tients. The percentage of mortality that is 
ascribed as due to amebiasis is 1.46 per cent. 
of the appendical mortality of 3.67 per cent. for 
the same year; in other words, 39.7 per cent. 
of the general appendicial mortality for the year 
1934 was due to complications of amebiasis. 

It is interesting to observe the elimination of 
the complication of amebiasis as a factor in the 
mortality rate in the years that follow the year 
of epidemic. In the course of our analysis we 
again encountered the question of catharsis as a 
factor in the mortality rate of appendicitis. 

During the years of 1929 to 1937 9.6 per cent. 
of all cases operated upon received a laxative or 








» 
or 


cathartic before exploration. In the same in- 


terval the mortality was 67 in 3,407 appen- 
dectomies, The mortality which may be ascribed 
as influenced or due to catharsis in the same 
period was 23 or 33.5 per cent, 

One should stress the point in this considera- 
tion that in the calculations of cathartic mor- 
tality patients which gave a history of vomit- 
ing from the catharsis were excluded. Only 
cases in which a clear cut history of catharsis was 
given were considered in the tabulation. 

Another interesting phase of this review is a 
comparative analysis of the division of responsi- 
bility of the cases treated. Briefly, our hos- 
pital is comprised of a visiting staff of whom 
there are about 230, and an attending staff of 
85. The attending staff treated 1,945 patients 
while the visiting staff attended 1,462 patients 
in the period 1929 to 1937 inclusive. In other 
words, 42.9 per cent. of the 3,407 cases were 
operated upon by the visiting staff. The total 
deaths during this period were 67 of which 35 
are chargeable to the attending staff and 32 to 
the visiting staff. It is interesting to point out 
that the mortality rate of the patients of the 


attending staff was 1.79 per cent. and that of 
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the visiting staff was 2.12 per cent. as com- 
pared with the total appendicial mortality of 
1.96 per cent. We do not mean to imply that 
the attending staff necessarily does more careful 
work or that more attention is given to the pa- 
tients of the attending staff by the nursing and 
intern staff. It may mean, however, that the 
attending staff may have had the opportunity to 
admit very acute cases to the hospital at an 
earlier stage of the disease and therefore had 
more chance of recovery, or that the general run 
of the cases operated upon by the visiting staff 
may have been more serious. 


TABLE 1 
DISTRIBUTION OF CASES OF APPENDICITIS 


BEFORE, DURING AND AFTER AMBERIC 


DYSENTERY EPIDEMIC 





Chronic Acute Abscess Peritonitis Total 

Year 2M F M F M FM F M 
1929 152 43 83 62 a: 8 3 242 116 
1930 167 42 99 84 og whe 271 131 
1931 189 40 82 78 6 3 4 4 281 125 
1932 201 82 Mz % 9-3 6 3 328 163 
1933 174 54 105 66 oS. 2 0 284 122 
1934 105 40 56 41 iz” 3 6 4 179 93 
1935 184 64 82 65 iF og o 7 287 143 
1936 118 44 80 21 4 3 ee 207 70 
1937 160 66 ve 6S ae 6 3 242 123 
GRAND — 

TOTAL 2,321 1,086 


TABLE 2 


INCIDENCE OF 


AMEBIASIS ASSOCIATED WITH APPENDICITIS 


AND ASSOCIATED 


SYMPTOMATOLOGY 


No. of No. of Ameba in Stools Micros. of Appendix Pain Temp. Leucocytes 
Date Appendect. Diarrheas + — ? Ameba Phleg. Cat. RUG, B.E0. 102+ 99-+4 12M+ 12M— 
1929 358 3 3 1 2 2 1 1 2 1 2 
1930 402 ] 1 i 1 1 1 
1931 406 0 1 1A 1A 2 1A 2 
1932 491 3 1A 2 2 16 20 9A 6A 30 21 15 
1933 406 36 5A 3 7 3 15 14 15 6A 5C 8 14 7 
1934 272 21 8A 13 1 6 8A 
1935 430 6 1 5 2 4 4 2 6 1A 5 
1936 277 4 1 3 4 1 3 1 3 1A 3 
1937 365 

Total 3,407 77 16 30 7 4 
TABLE 3 
SHOWING YEARLY MORTALITY OF APPENDICITIS AND RATE OF PERCENTAGE 
Chronic Acute Abscess Peritonitis Total Per Cent 

Year F M F M F M F M Deaths Mortality 
1929 0 0 2 1 1 1 1 6 1.67 
1930 1 2 2 1 1 1 8 1.99 
1931 1 1 2 1 2 rf 1.73 
1932 1 2 3 1 2 1 10 2.03 
1933 3 3 1 1 9 2.21 
1934 1 1 4 1 2 1 10 3.67 
1935 1 3 1 5 1.15 
1936 3 1 4 1.44 
1937 1 1 1 1 1 2 1 8 2.19 
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TABLE 4 
INCIDENCE OF COMPLICATIONS IN APPENDECTOMIES WITH AMEBIASIS 











Number of Stools positive No. of No. of Per cent Appendical % 
Year Appendect. for Amebas complications Deaths Mortality Mortality 
1932 491 1 0 0 0 2.03 
1933 406 5 2 2 .49 2.21 
1934 272 8 6 4 1.46 3.67 
1935 430 1 1 1 .23 1.15 
1936 277 l ] 0 0 0 
TABLE 5 
INCIDENCE OF APPENDICAL MORTALITY AS DUE TO CATHARSIS 
No. of No. of Per cent. on Total Catharsis Per cent 
Year Append. Catharsis Catharsis Deaths Mortality Mortality 
1929 358 37 10.3 6 2 33.3 
1930 402 21 5.2 8 2 25.0 
1931 406 30 7.3 7 1 14.3 
1932 491 42 8.5 10) 4 40.0 
1933 406 38 9.3 9 4 44.4 
1934 272 29 10,7 10 3 30.0 
1935 430 45 10.4 5 2 40.0 
1936 277 34 12.3 4 1 25.0 
1937 365 16 12.6 8 4 50.0 
Total 3,407 67 23 
TABLE 6 
SHOWING MORTALITY RATE OF APPENDECTOMIES DONE BY ATTENDING AND 
VISITING STAFF 
Appendect. 
Total No, Per cent Appendect, Noof Per cent by Visit. No. of Per cent 
Year Appendect. Mortality by Att. Staff Deaths Mortality Staff Deaths Mortality 
1929 358 1.67 206 2 .97 152 4 2.63 
1930 402 1.99 233 4 17] 169 4 2.36 
1931 406 43% 246 4 1.62 160 3 1.87 
1932 491 2.03 288 6 2.08 203 4 1.97 
1933 406 221 208 § 2.40 198 4 2.02 
1934 272 3.67 154 6 3.89 118 4 3.39 
1935 430 rts 237 3 1,27 193 -2 1.03 
1936 277 1.44 157 3 1.39 149 5 3.35 
1937 365 2.19 216 2 1.27 120 2 1.66 
Summary 3,407 1.96 1,945 35 1.79 1,462 32 2.12 





FAMOUS MADCAPS OF HISTORY 
WINFRED OvERHOLSER, M. D. 


Superintendent, Saint Elizabeth’s Hospital 
Professor of Psychiatry, George Washington University School 
of Medicine 


WASHINGTON, D. C. 

It is well said that the title is often the most 
dificult part of an address to write, and I must 
confess that I have, in this instance at least, 
found that to be the case. Many formal and 
more dignified titles might have been found, but 
they might have called for lengthy explanation 
and perhaps then would not have been more 
accurate than is the title which I have adopted, 
namely, Famous Madcaps of History. Some of 
the saints and sinners whom I propose to dis- 


*Public Lecture given under auspices of Chicago Medical 
Society, Chicago, Ill, Nov. 1, 1939. 


cuss briefly this evening were recognized even 
in their own time as being, as we should say, 
psychotic; others, however, on account of the 
beliefs prevalent at the time were looked upon 
rather as specially favored by supernatural pow- 
ers and not as suffering from mental disorder. 
The word “madcap,” however, is one which con- 
veys a meaning which is certainly not ordinarily 
applicable to some of the subjects of the evening. 
The term is generally defined as “a person who 
acts in a rash or giddy manner.” However, ref- 
erence to the Oxford Dictionary will indicate 
that in earlier times the word was used to denote 
a mad man or a maniac; it then derived the 
meaning of one who acts like a maniac, that is, 
a reckless or wildly impulsive person. The gen- 
eral sense conveyed, however, by the word, is 
‘one of lack of mental balance, of deviation from 
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the normal, and it is this general idea which I 
intended to convey in selecting the title. 

It is not my purpose this evening to present 
detailed biographies of any historical worthies ; 
it is rather to point out how in retrospect we 
may look upon the mental processes of persons 
who for one reason or another have left their 
mark upon history. In some instances, without 
doubt, either because of their mental peculiar- 
ities or in spite of them, some of these persons 
accomplished vast good for the human race, 
while others wrought much evil. In still other 
cases the estimate of the activities of the indi- 
vdual will depend very much upon the point 
of view of the twentieth century spectator. By 
taking certain outstanding examples from vari- 
ous historical epochs we can likewise indicate 
how the views relative to mental disorder have 
changed through the years, with changing cul- 
tures. Attention may be called to the fact that 
all the personages discussed have been dead for a 
considerable period of time. 
sons discussion of living persons is not wise in 
a public lecture and, furthermore, strange as 
it may seem, it is sometimes more difficult to 
obtain the facts concerning a person during his 
lifetime particularly if he occupies high position, 
than after his death, when many facts not pre- 
viously known may become available for histor- 
ical records; that is, unless one has the oppor- 
tunity during his lifetime to make a personal 
examination ! 

An interest in biography has apparently been 
an almost universal human trait since man be- 
came relatively civilized. There has always ex- 
isted interest not only in the overt acts and the 
more obvious activities of historical personages, 
but also in speculating on their motives. The 
mention of such biographers of ancient times as 
Xenophon, Plutarch and Suetonius is enough to 
indicate the antiquity of a general interest in 
biography. Generally, too, the more intimate 
these biographies have been, the more interest- 
ing they have been to the public, as witness 
Samuel Pepys and our own Walter Winchell. It 
is well, however, to bear in mind in discussing 
motives, mental mechanisms, and particularly 
possible mental disorders of characters now dead, 
that one cannot be dogmatic. Diagnoses da dis- 
tance are rather dangerous things, whether the 
distance be spatial or temporal. 


For obvious rea- 


It is the com- 
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mon experience both in the court-room and in 
the staff conferences of mental hospitals to find 
occasional disagreement, mild though it may 
be, concerning the mental characteristics of the 
patient who is present in the flesh, who is co- 
operative, willing to discuss his case with the 
doctors, and to be examined physically. If such 
be the case why is not the danger all the greater 
that there will be disagreement and possibly gross 
misunderstanding in the case of a person who 
has been dead for one hundred or two thousand 
years? Again, we must bear in mind the facet 
that a difference in time and place is bound 
to mean a difference in attitude, in the inter- 
pretation of conduct, of words, and of the mean- 
ing attributed to those words, to the background 
which goes to mean so much in our interpreta- 
tion. Further, we must remember that often the 
accounts of these persons have been written by 
an untrained reporter, or may even have been 
handed down for a considerable period by word 
of mouth hefore they were committed to writ- 
The which 
familiar to us all. 
ample, of the story of George Washington and 
the cherry tree, a story probably entirely apo- 
cryphal, which appeared in print within a very 
short time after that great man’s death. A 
wealth of rumors clings about a prominent per- 
son even during his life, and the snowball con- 
tinues to grow after his death, that is if he is 
remembered. at all! 


ing. manner in rumor grows. is 


One is reminded, for ex- 


Hardly over one hundred years ago, or, to be 
exact, in 1836, Dr. Francois Lelut, a prominent 
psychiatrist of his day, who had been a physician 
on the staffs of the two famous Parisian mental 
hospitals, the Salpétriére and the Bicétre, wrote 
a volume entitled The Demon of Socrates,’ a 
very scholarly work, in which he traced from 
the writings of Plato and of other biographers 
the peculiar mental phenomena exhibited by that 
great and good man. Since that time a large 
literature has developed dealing with genius and 
the peculiarities of geniuses. This literature has 
unquestionably influenced the trend of biograph- 
ical writings and, as you are aware, the late 
Gamaliel Bradford referred to his particular 
style of biographical writing as psychography, 
that is, the description of the motives and emo- 

1. “Du Démon de Socrate, spécimen d’une application de 
la Science Psychologique a celle de I'Histoire.” Paris, 1836. 
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tions of the person about whom he wrote. A 
tremendous number of characters have been dis- 
cussed and many volumes have been written to 
the effect that genius and psychosis are very 
closely connected, if, indeed, genius be not a 
form of psychosis. TParenthetically it may be 
added that much has been written likewise on 
what may be termed “mass” delusions | or 
psychoses, such as the Children’s Crusade, the 
Dancing Manias of the Middle Ages, and the 
Mississippi Bubble; perhaps a similar study 
might well be made of the boom of 1929! Some 
of the writers on genius have appeared very seri- 
ously to stretch the point, and to paint genius as 
a form of mental disorder; one thinks in this 
connection of Max Nordau and of Cesare Lom- 
broso. ‘They are perhaps not particularly orig- 
inal in this matter, since so ancient a writer as 
Seneca said something to the effect that no great 
genius could exist without a mixture of demen- 
tia. It is a fact, of course, that geniuses are 
peculiar persons; that is true by definition. The 
sound business man, the man of good judgment 
and common sense, of conservatism, of mod- 
erate emotions, in short, the average normal 
man, is like a majority of his fellows. He is not 
touched with the Promethean fire, he is not set 
apart by special gifts; the individual with spe- 
cial gifts is, in other words, abnormal, but that 
is quite different from saying that he is psychotic 
or mentally deranged. ‘There certainly have 
heen many geniuses who by any sort of stand- 
ards either today or in their own time would 
have to be looked upon as well balanced individ- 
uals, as meeting Cabanés’ ideal, an alliance of 
good sense with inspiration. Shakespeare is the 
most familiar of this group; he and Leonardo 
da Vinci, Pasteur, Cuvier, Leibnitz, and possibly 
even Voltaire (although not all agree on the 
latter) were what one would term at least syn- 
tonic; they were looked on in their day, as 
in ours, as anything but “queer.” <A genius is 
a man set apart by special, indeed extraordinary 
gifts; he differs from the common herd; he is 
not average or mediocre, and therefore, perforce, 
not “normal.” By reason, however, of his su- 
perior intuition, his imaginative fire, his creative 
ability, his intellectual acuity, he is perhaps more 
subject to the possibility of mental disorder than 
is the more phlegmatic, realistic, normal man— 
just as special care must be taken of the highly 
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trained racing horse, or some delicate piece of 
machinery. Many geniuses, especially some of 
the mystics, like Blake and Swedenborg, have 
lived so much in the world of phantasy that it 
was difficult or impossible for them to separate 
fancy from reality. It is this very ability to 
separate the two that constitutes realism, com- 
mon sense, sound judgment, or sanity—call it 
what you will—and it is for this reason that 
many creators have been looked upon as peculiar 
or deranged. hat at least they were different 
and far from the common run of mankind we 
can all agree. ‘There are, of course, historical! 
figures who are far from being geniuses—per- 
sons who were propelled by force of circum- 
stances or by accident of birth into a situation 
in which they made history, although they were 
not possessed of any ability even suggesting 
genius. ‘This has been true of a number of per- 
sons who have been 
positions in which leadership was expected. ‘The 
men who have achieved historical positions 
through their contributions to art, literature and 
philosophy probably number a larger share of 
the genius group than do those who have taken 
part in political activities. 

Let us for our first consideration this evening 
go back in time to the rather early days of the 
Old Testament, and consider the interesting 
psychiatric case of King Saul. Saul evidently 
suffered from what we should call manic-depres- 
sive psychosis. He evidently had rather definite 
periods of depression when, as the Bible puts it, 
an “evil spirit of the Lord came upon him.” 
His first contact with David, indeed, was on the 
occasion when the latter was called upon to play 
the harp before him in order to cure the King 
of his depression—probably the first example of 
musical therapy on record. This attempt is re- 
ported to have been successful; we are told that 
“Saul was refreshed and was well, and the evil 
spirit departed from him.” Subsequently, how- 
ever, David by a number of his military exploits, 
notably the killing of Goliath, attained great 
popularity with the people, so that on his return 
from this exploit the women sang that whereas 
Saul had slain his thousands, David had slain his 
tens of thousands. From this time Saul appears 
to have been extremely envious of David and to 
have desired to have him removed. Indeed, the 
next morning after this homecoming Saul had 


leaders or who were in 
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developed another psychotic episode during 
which, in the words of the Bible, he “prophesied 
in the midst of the house.” The word which is 
here translated “prophesied” is one which has the 
literal meaning of “bubbling,” and thus may be 
taken to indicate overproduction, rambling or 
incoherence of speech. It was upon this occasion 
that Saul made his homicidal attack upon David 
by hurling the javelin at him while the latter 
was playing before him, an attack which for- 
tunately was unsuccessful. 

Saul’s paranoid attitude towards David still 
continued and some time later on David found 
it necessary to escape from the court, this escape 
precipitating another psychotic episode during 
which Saul “stripped off his clothes, also, and 
prophesied before Samuel in like manner, and 
lay down naked all that day and all that night.” 
David, realizing his danger, fled to the court of 
the King of Gath, but having some reason to 
doubt the good faith of that king, he pursued 
certain behavior which casts great light upon the 
attitude of the early Jews toward mental dis- 
order. We are told that he “changed his be- 
havior and feigned himself mad in their hands, 
and scrabbled on the doors of the gate, and let 
his spittle fall down upon his beard,” whereupon 
the king said to his servants, “Have I need of 
mad men that ye have brought this fellow to 
play the mad man in my presence?” David was 
thereupon allowed to depart to the cave of Adul- 
lam. Apparently David, recognizing the fact 
that what we now term “mental disorder,” was 
interpreted in those times as a direct visitation 
of God, realized that by appearing to be mad he 
would be taken to be under God’s special protec- 
tion. As a matter of fact, it would appear from 
the Biblical account that the courtiers of the 
king did not dare to approach David and were 
very glad to permit him to escape. This episode, 
as well as the description of King Saul’s psy- 
chotie outbursts, casts considerable light upon 
the beliefs of the time. Subsequently Saul, 
owing to David’s magnanimous attitude towards 
him, became friendly with David and continued 
so the rest of his life. It is doubtful whether 
Saul’s consulting of the witch of Endor or his 
committing suicide during his last battle can be 
considered to be indicative of mental disorder.: 
The belief in familiar spirits, as they are known, 
was common in those days, and it was quite 
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natural that the king, realizing that he would 
he subjected to great indignities and probably to 
torture if captured, might prefer not to fall alive 
into the hands of the enemy. There seems no 
doubt that he had definite psychotic episodes of 
sudden onset and short duration, sometimes 
precipitated by painful situations, that he was 
highly irritable at times and depressed at 
others. It was extremely fortunate for the Jew- 
ish race that his homicidal attempts upon David 
were not successful, for although Saul furnished 
leadership to his people and accomplished much 
for the development of the people of Israel, 
David’s genius as a leader was far greater. King 
Saul’s case is particularly interesting because it 
is one of the earliest cases of psychosis recorded 
in any detail. 

Let us now leave the Old Testament and come 
down to a period of time a little nearer the 
Christian era, another civilization, namely the 
Periclean Age of Greece, and consider the case 
of one of the greatest minds and spirits that ever 
lived, namely, Socrates. Socrates was one of the 
most influential thinkers of all time and a tre- 
mendous force for good, for sound thought, for 
philosophy, and for sound living; a man who 
had such a tremendous personal influence over 
those who came in contact with him that he was 
actually considered a menace to the state and 
was executed! The case of Socrates is a striking 
historical example of the suspicion and some- 
times indeed the hatred felt by the mob for any- 
thing which may provoke thought and which 
may be superior ethically to its standards. Such 
episodes have occurred in many times and places 
and, unfortunately are not unknown even today. 
For the study of Socrates we are fortunate in 
having a large amount of contemporary writing, 
most notably in the dialogues of Plato. In 
these dialogues Socrates appears as a character, 
and as they were written contemporaneously 
they may be taken as substantially accurate, even 
though they may not reproduec the exact words 
of the great teacher. For our present purpose 
Socrates is likewise of interest on account of the 
study made by Dr. Lelut in 1836, a study which 
may be considered as the father of psychography. 
Socrates apparently had a decided reputation 
during his life for eccentricity, and was even ir- 
reverently called by Zeno the “clown of Athens.” 
He is said to have worn the same robe in all 
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seasons, to have gone barefoot, and to have 
danced alone. He is reported on one occasion 
to have stood in a fixed position for hours, look- 
ing at the sun, finally withdrawing without pay- 
ing any attention to those about him. At other 
times he would stop suddenly while walking and 
talking. Plato describes in the Symposium an 
occasion on which Socrates failed to appear when 
the banquet was about to begin. The -servant 
sent to look for him: reported, “There he is fixed 
and when | call to him he will not stir.” Plato 
goes on to say, “‘Let him alone, said my in- 
formant, ‘he has a way of stopping anywhere and 
losing himself without any reason. I believe 
that he will soon appear. Do not therefore dis- 
turb him.’” As a matter of fact, when the ban- 
quet was about half over Socrates entered, mak- 
ing no explanation for his tardiness, and joined 
his companions at the feast. The peculiarity of 
Socrates which is most striking is the inner 
voice to which he listened so frequently and to 
which he referred as his “demon.” In _ his 
Apology, that is, his defense before the jury 
which was trying him, he says, “You have heard 
me speak at sundry times and in divers places 
of an oracle or sign which comes to me and is 
the divinity which Meletus ridicules in the in- 
dictment. This sign, which is a kind of voice, 
first began to come to me when I was a child. 
It always forbids but never commands me to do 
anything which I am going to do. This is what 
deters me from being a politician.” Later in 
the speech he says, “But the oracle made no sign 
or opposition, and yet I have often been stopped 
in the middle of a speech.” 

It must not be forgotten that Socrates lived 
at the time of the Delphic Oracle, and that there 
was a popular belief held by all educated men 
that the god under certain circumstances entered 
into the oracle and spoke through her. The 
belief by Socrates, therefore, that some mystical 
or supernatural agency was speaking to him, was 
not out of accord with the beliefs of the time 
and, therefore, cannot very properly be said to 
have been a delusion. 
more than a graphic and vivid way of personal- 
izing his superego. There is certainly no ques- 
tion that the demon of Socrates was a valuable 
guide to Socrates, that it acted always in a con- 
structive manner, and although by modern stand- 
ards we should consider that Socrates was hal- 


It was perhaps nothing 
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lucinated, it is certain-that this phenomenon did 
not detract in any way from his value to the 
history of the world. Apparently, however, the 
presence of this demon did have a bearing 
on the attitude of the authorities at the time and 
on their bringing the charge that he was sub- 
stituting a religion of demoniac mysticism for 
the state religion. , in addition to hav- 
ing one of the most powerful minds of all times, 
evidently had almost unlimited powers of con- 
centration, and it is quite possible that his 
absences, or periods of marked preoccupation, 
were merely exaggerations of this concentration 
rather than definitely psychotic in nature. 
Turning now from one of the best of men to 
one of the worst, let us consider briefly Caligula, 
one of the most notorious of that group of 
Roman emperors of the period about the begin- 
ning of the Christian era who set an example 
to the world in wickedness and cruelty, and in 
the misery that they brought upon their people. 
There was so much sexual irregularity among 
ihe Roman emperors and their wives that one 
must be extremely cautous in laying very much 
at the door of heredity, since the paternity of 
some of these monsters was decidedly doubtful. 
Caligula’s father, Germanicus, was a general who 
was much loved by the troops and by the whole 
Roman people. Germanicus was adopted by his 
uncle Tiberius, and upon the latter’s death Cali- 
gula secured the power. He is described as hav- 
ing been hideous in appearance, poorly formed, 
extremely hirsute, and to have deliberately prac- 
ticed the making of grimaces in order to render 
his appearance more fearful. He was, 
Suetonius, “crazy both in body and mind, being 
subject when a boy to the falling sickness.” There 
is some suggestion, too, that he had at least 
minor epileptic attacks during his whole life. 
Some of his peculiarities were attributed con- 
temporaneously to the administration by his wife 
of a love potion which had “thrown him into a 
At the very outset of his reign he 


Socrates 


says 


frenzy.” 
acquired considerable favorable .attention from 
the public by his magnificent expenditures, by 
his generousness in giving public entertainment, 
by completing some of the unfinished public 
works of his predecessors, and in order to surpass 
others he even built the largest and longest pon- 
toon bridge of its time. His prodigality con- 
tinued, however, so that he spent all of the 








258 ILLINOIS MEDICAL JOURNAL 


money amassed by his predecessor Tiberius, 
levied heavy taxes, plundered the wealthy and 
even operated brothels and gaming establish- 
ments to bring him additional revenue. Such 
was his pathological megalomania that he is said 
to have removed the heads from the busts of 
some of the gods, including Jupiter himself, and 
to have substituted his own. He talked seriously 
of banning the words of Homer, Virgil and 
Livy, and he even threatened to abolish the en- 
tire legal profession in order to make himself 
the sole arbiter on matters of law. Although 
contemptuous of the writings and the literary 
accomplishments of others, he studied oratory, 
and at least fancied himself to be an orator of 
very considerable accomplishment. He was a 
great patron of the theatre, considering himself 
an actor of parts, and he showed great favoritism 
towards the charioteers and actors. It is of 
Caligula that: the tale is told that he thought 
seriously of making his favorite horse a consul; 
as a matter of fact, he provided this animal with 
an ivory manger and a house with a retinue of 
slaves and fine furniture. He pictured himself 
as outstanding indeed in every field, and at times 
would take the lead of his army and go on ex- 
peditions against really imaginary forces in 
order to demonstrate his prowess. 

One interesting anecdote of rather striking 
psycho-analytic significance is to the effect that 
on one New Year’s day Caligula served notice 
that he would receive gifts, and he stood in the 
vestibule of his house while the gifts were thrown 
before him. “At last,” says Suetonius, “being 
seized with an invincible desire of feeling money, 
taking off his slippers he repeatedly walked over 
the great heaps of gold coins spread upon the 
spacious floor and then laying himself down, 
rolled his whole body in gold over and over 
again.” The characteristic for which Caligula 
has become most notorious, however, is his very 
striking sadism, the desire to inflict and to wit- 
ness physical suffering and death. His barbarity 
was unparalleled even for those barbaric times. 
He sent criminals to the beasts, killed persons 
without any provocation, and then ordered their 
parents to come and dine with him and to appear 
merry. He contemplated seriously the possi- 
bility of annihilating a whole legion of the army 
which had mutinied at the time of the death of 
Augustus, and complained that no calamities 
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had befallen the Roman people. ‘This Emperor's 
sexual impulses were as unrestrained as were his 
homicidal ones. There is relatively little in the 
accounts to indicate any homosexuality, but there 
seems little doubt that he committed incest with 
his sisters, that he openly seduced many Roman 
matrons, and that he consorted with the lowest 
of the prostitutes as well. Yet this man who 
fancied himself to be a god, and who had an 
overpowering craving for omnipotence, was 
afraid of the lightning, would shut his eyes and 
wrap up his head, and even hide under the bed 
during .a storm. He seems to have been an ex- 
cellent example of overcompensation for feelings 
of inferiority to a highly pathological degree. 
Probably in addition to his epilepsy, if he had it, 
he suffered from paranoia. His is a striking 
example of the destructive powers of the uncon- 
trolled ego in a man who has achieved a position 
of despotic influence over a people. He caused 
infinite suffering on a large scale, publicly in- 
sulted the decent citizens of Rome, bankrupted 
the State, and finally fell the victim of a plot to 
assassinate him. So great was the terror which 
he had instilled in the Roman people that even 
when his death was announced they feared for 
some time to take any steps, thinking the an- 
nouncement to be a ruse whereby Caligula might 
find out what the people really thought of him. 
From the psychiatric point of view he was a 
pathological specimen either in his own time or 
in any other. 

Superficially, at least, there seems to have 
been very little difference between Caligula and 
a somewhat more modern ruler, Ivan the Ter- 
rible of Russia. This monster became emperor 
in 1553 at the age of three years. As a boy he 
exhibited strongly sadistic impulses, torturing 
animals to death, running down women and chil- 
dren with his horse, and inflicting torture upon 
his subjects. For a time as a young ruler he 
was held very much in check by his wife and 
one of his friends among the nobility, and during 
that time the empire was extended, trade was 
commenced with England, and invaders were 
driven back. His wife died, however, when he 
was about twenty-six, and from that time until 
his death at the age of fifty-two his record is one 
of unrestrained cruelty. Many of his wealthiest 
subjects were driven from their estates and 
killed, and numerous tortures were inflicted 
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upon persons who crossed his slightest whim. 
Not satisfied with having his soldiers do the 
killings, he often performed his own homicides. 
He informed his subjects that he was their god 
and that his throne was surrounded by winged 
archangels. Yet, on the occasion of one invasion 
by the Tartars he fled ignominiously. Whether 
or not, as some writers suspect, Ivan the Terrible 
was syphilitic, there seems little doubt that he 
was definitely psychotic, suffering with some type 
of psychosis characterized by paranoid delusions 
and gross suspicion. His letters indicate con- 
siderable scattering and _ distractibility of 
thought, and are in places almost incoherent. 
On one occasion, displeased with the conduct of 
the citizens of one of the large cities, he marched 
upon it and massacred probably not less than 
27,000 of the citizens, many of them with the 
most terrible tortures. The climax of his career 
came when in anger he struck his son, the 
Tsarevich, with such force that a few days later 
the prince died. Thereupon Ivan is said to have 
become speechless and much depressed, and then 
later to have become actively hallucinated, think- 
ing that he saw and heard the prince everywhere. 
For the remaining two years of his life he seems 
to have tried to make some amends for the career 
which he had pursued and the unenviable record 
which he had set up. It seems strange to us that 
at his death the people lamented his passing, 
looking upon him as the God-appointed ruler 
and as the protector of Russia! 

It is a pleasant relief to turn from the ac- 
counts of the brutalities and atrocities of Cali- 
gula and Ivan the Terrible to a brief considera- 
tion of a sweet and pure girl who, under the 
influence of what we today should certainly term 
hallucinations, redeemed France from the in- 
vader. I refer, of course, to Saint Joan of Arc, 
the Maid of Orleans. The story of the almost 
unbelievable exploits of this untutored farm 
girl who accomplished military feats in which 
the most daring soldiers of her time had failed, 
and who brought about the restoration of France 
to the Dauphin, only finally to be burned at the 
stake by the English, is so familiar that a re- 
cital of the details is hardly called for. The 
interesting feature from our point of view is 
that from the age of thirteen she was actively 
hallucinated in the auditory sphere and that 
these voices which came to her were usually ac- 
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companied by a bright light, that is, presum- 
ably a visual hallucination. The voices were 
not all those of supernatural creatures by any 
means; at least on one occasion she thought that 
she heard someone near her whom she thought 
to be a ‘neighbor, telling her that her mother 
needed her. Much of the time, however, the 
visions and the voices were attributed to the 
Angel Michael and Saints Catherine and Mar- 
garet. She even spoke of embracing and kissing 
them and mentioned their odor. There seems 
every reason, therefore, to say that Saint Joan 
was definitely the subject of numerous hallu- 
cinations of the various senses. Many of the 
messages which she received had to do with the 
mission to which she devoted her life, namely, 
the restoration of France to the Dauphin. There 
was a consistency of purpose about Saint Joan 
which illustrates the fact that mental deviations 
are not inconsistent with substantial accomplish- 
ments. She was a girl of single purpose, forti- 
fied and strengthened immeasurably by the voices 
and the visions. Although it is likely that in 
all probability if she had expressed these ideas 
today she would have been sent to a mental 
hospital rather than to the stake, it should be 
borne in mind that in her time there existed 
a very firm belief in communication by human 
beings with the forces of good and of evil, and 
in the reality of witchcraft. Evil spirits were 
thought to be much more active, however, 
and when anyone claimed to have communi- 
cations from God or the angels he was rather 
likely to be accused of being deceived by 
an evil spirit who had taken that form. 
With such a widespread belief it is perhaps not 
strange that Joan’s statements were thought by 
some to be divinely inspired, or that those of 
opposite interest viewed them with profound 
suspicion or thought she was a witch. Only 
seldom did the possibility of mental disorder 
enter into the minds of those who were in charge 
of the ecclesiastical courts, although unques- 
tionably many of those who were put to death 
as witches were the victims of mental disease. 
Ireland cites a case contemporary with that of 
Joan of Arc in which a shepherd boy who made 
claims similar to those of Joan was executed, 
and was referred to by the chroniclers as insane. 
Apparently no one at the time suggested mental 
disorder in the case of Joan of Arc, the contem- 
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porary evaluations of her claims and accom- 
plishments being influenced by desire and faith 
on the one hand, or by hatred and ignorance on 
the other. Very few women in history have done 
as much for their country as did this simple girl 
from Domremy. Although she met with the 
grossest injustice in her time, it is gratifying 
to note that belated recognition has been given 
to her by the church of which she was so faith- 
ful a disciple. 

It may sound like psychiatric hyperbole to 
say that if it had not been for one case of men- 
tal disorder there might today be no such coun- 
try as the United States of America. Such a 
statement, however, is not so strange as it may 
seem. King George III of England, who as- 
cended the throne in 1760, remaining as king 
for sixty years, was the victim of manic-depres- 
sive psychosis, and even in the intervals between 
his psychotic episodes showed such obstinacy, 
and such a strong tendency to meddle in the 
administration of the affairs of his kingdom 
that, as J. R. Green in his History of England 
says, “In ten years he reduced government to 
a shadow and turned the loyalty of his sub- 
jects into disaffection; in twenty he had forced 
the Colonies of America into revolt and inde- 
pendence, and brought England to the brink of 
ruin.” Those of us who struggled with Burke’s 
Speech on Conciliation in our schooldays will 
remember at least vaguely that there was a strong 
party in the English Parliament which believed 
that the Colonies were very unjustly dealt with, 
and it is more than likely that had George IIT 
been of a different mental makeup, ready to con- 
ciliate and to be fair with the subjects across 
the sea, the colonists might not have been forced 
to revolt against his rule. The King’s first at- 
tack of mental disorder occurred when he was 
twenty-seven years of age, in 1765, that is, ten 
years before the American Revolution. Very 
few data are available concerning this episode, 
which apparently was only of a few weeks dura- 


tion; the facts were rather carefully concealed ' 


from the public at the time, and for this reason 
we can only assume that it was similar to the 
later ones. In 1788, twenty-three years later, 
the King had a very definite attack lasting about 
five months, during which a regency was ap- 
pointed. According to contemporary descrip- 
tion, he was depressed, tearful, wished he might 
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die, and at other times even made attempts to 
jump out the window. His speech is described 
as turbulent and incoherent; there is mention of 
gestures and ravings and of howling like a dog. 
He was cared for by Dr. Francis Willis, a seven- 
ty-year old physician and clergyman. He pre- 
scribed Peruvian bark and saline medicine, blis- 
ters and mechanical restraint. Willis seems to 
have been somewhat of a quack; he said, for 
instance, that nine out of ten of his patients 
recovered, but when quizzed by a Parliamentary 
committee he could not tell how many patients 
he had treated or cured! On one occasion dur- 
ing this illness the King told his Lord Chan- 
cellor that he had been knocked down; however, 
there is some doubt as to how accurate his state- 
ment was. Whether the allegation was true or 
not, wide public indignation was stirred by the 
treatment accorded the King, and did much 
to arouse interest in the more humane care of 
the mentally ill in England. One feature of 
this illness of the King is that Dr. Willis was 
awarded a pension of £1500 for twenty-one years 
for his services. In fact, he takes the prize for 
the size of fees, probably for all time, as later 
on he treated the Queen of Portugal during a 
mental illness, receiving a fee of £20,000—a 
very large sum of money in those days. 

Another attack occurred thirteen years later 
(1801), lasting about four months, and dur- 
ing this time the King was attended by two 
sons of the Doctor Willis who had attended him 
in 1788. Apparently he showed symptoms of 
the manic phase, as we should say; according 
to contemporary description, “his body, mind 
and tongue are all upon the stretch every min- 
ute and the manner in which he is now expend- 
ing money in various ways all evince that he is 
not so right as he should be.” There are some 
indications that the King was not thoroughly 
normal in his conduct with his family for some 
little time following his alleged recovery. An- 
other psychotic episode occurred in February, 
1804, lasting probably until October of the same 
year. During this period, in spite of there be- 
ing no regency set up by Parliament, there was a 
change of ministry and a number of bills were 
signed by the King. The conduct of the Lord 
Chancellor, Lord Eldon, at this time caused 
great criticism later on when it came to light. 
It appears that the physicians were far from 
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ready to say positively that the King had re- 
covered, but, in spite of their unreadiness, Lord 
Eldon permitted him to sign certain royal com- 
missions. His attitude is of interest as illus- 
trating the position of many members of the 
legal profession and, indeed, of some persons 
with no profession at all, in dealing with a med- 
ical matter and passing judgment upon a med- 
ical topic. When eriticized Lord Eldon said, 
“I have been significantly asked if I would su- 
persede a commission of lunacy against the opin- 
ion of physicians. I have often done so. The 
opinions of physicians, though entitled to great 
attention, were not to bind him absolutely. It 
was most important to the sovereign that the 
chancellor should not depend wholly on the evi- 
dence of the physicians if he himself thought 
the King perfectly competent to discharge the 
functions of the royal authority.” We are re- 
minded by this attitude of Lord Eldon’s of the 
viewpoint of one of his successors as Lord Chan- 
cellor, who in 1862 referred in debate to the 
“vicious principle of considering insanity as a 
disease.” There are still, unfortunately, many 
non-medical persons who, like Lord Eldon, are 
ready to express an opinion of one’s mental con- 
dition; an opinion often based entirely on preju- 
dice, and often dogmatic in inverse ratio to the 
knowledge of the curbstone diagnostician. 

The rest of the story of poor King George 
IIT can be rather briefly told. In October, 1810, 
he developed the attack which was to prove to 
be his last. He was by that time seventy-two 
years of age, his sight was very defective, and 
his hearing was becoming impaired. The ac- 
counts speak of delusions and extravagances of 
plans, but we have no great details of the situa- 
tion except a statement made by the Duke of 
York in 1811 which gives a rather effective pic- 
ture of a manic condition: He says that “he 
soon flew off from that subject, and then ran on 
in perfect good humor but with the greatest 
rapidity and with little or no connection, upon 
the most trifling topic, at times hinting at some 
of the subjects of his delusions, in spite of all 
our endeavors to change the conversation. He 
spoke of his power to talk with the dead and 
at other times he appeared to be quite gloomy.” 
George IIT died in January, 1820, but had not 
exercised any of the royal prerogatives since very 
early in his last illness, the Prince of Wales 
having been made regent in 1811, It is per- 


WINIFRED OVERHOLSER 261 


haps not entirely by coincidence that it was 
during the rein of George III and soon after 
the first attack of mental disorder in this mon- 
arch to come to public attention, that William 
Tuke at the York Retreat (1796) put into prac- 
tice his principles of non-restraint and humane 
care. We may, therefore, in large measure, per- 
haps, attribute to the illness of this unfortunate 
King two important historical developments: 
(1) the separation of the’ American colonies 
from the Mother Country, and (2) the origin of 
the stream, now become a mighty river, of hu- 
manitarian care of the mentally ill. 

One might continue the list of notable figures 
who have exhibited a number of peculiarities 
almost indefinitely. In the field of literature, 
for example, we might consider Byron, Coleridge, 
Dostoievski and Poe; in the field of painting 
Van Gogh, Rembrandt, William Blake and 
Turner; in that of music, Schumann, Donizetti 
and Chopin; in philosophy, Comte and Schopen- 
hauer; and among rulers, Julius Caesar, Nero, 
Napoleon and Ludwig II of Bavaria. Such a 
list, indeed, is only a beginning! 

We have already considered in moderate de- 
tail but not with any degree of profundity or 
novelty six important personages, considerably 
varied as to time and as to their effects upon 
world history. If any one lesson is to be drawn 
from the outlines already given it is this: That 
mental disorder, although it can, particularly in 
the despot, be responsible for terrific and in- 
calculable harm, need not necessarily be a bar 
to substantial and significant contributions to 
human welfare. Certainly mental deviation of 
a pathological variety is not essential to genius, 
and certainly genius is not a manifestation of 
psychosis or even of neurosis. The genius, be- 
ing human, is not exempt from human frailty, 
and, although as Cabanés remarks, he may pay 
tribute to neurosis, this is not obligatory. But 
after all, genius is something which is extremely 
rare, and it is doubtful, indeed, whether many 
more geniuses could be tolerated than actually 
burst upon the world from time to time. They 
are freaks and do not answer to the laws of 
genetics, so that it is not very likely that_geniuses 
will ever be bred as such, even if some day. we 
reach the stage of progress (or retrogression !) 
outlined by Aldous Huxley in his “Brave New 
World.” For the common man, the ordinary 
individual who does not look upon himself as 
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any more than run of the mine, there is a lesson 
to be drawn as well, namely, that neurosis or 
psychosis, or other deviations from the mental 
norm need not necessarily be a permanent bar 
to the carrying out of the relatively useful life. 

The day of asylums is past, and passing, too, 
is the notion in the minds of the public that one 
who enters a mental hospital need never expect 
to leave to resume a useful life. The public, 
slow as the process of popular education is, is 
learning to receive the discharged patient from a 
mental hospital and to encourage him to resume 
his place in society. In this process of public 
education the work undertaken at the Psychiatric 
Institute in Chicago in rehabilitating former 
patients is setting an example which may well 
be followed in other centers. And so, perhaps, 
though we cannot all be famous or even famous 
madcaps, everyone, whether his native endow- 
ment be that of the genius or the ordinary man, 
may take heart from the manner in which oth- 
ers have overcome their handicaps, and may 
resolve that if he is so unfortunate as to de- 
velop mental illness, there is no reason for him 
er his family and friends to accept the philoso- 
phy of defeatism. 





HYPERTENSION AND UROLOGIC 
DISEASE 
Cuauncey C. Mauer, M. D., 
and 
Paut H. WostxKa, M. D. 
CHICAGO 
One of the results of the increase in specializa- 
tion in medicine has been to obscure certain 
fundamental concepts of disease. This is par- 
ticularly true of Bright’s disease. Bright’? is 
honored because he. was able to convince the pro- 
fession that albuminous urine was due to kidney 
“derangement.” He would be surprised today 
to learn of the narrow confines to which his 
observations have been relegated. Cases that 
would certainly be classified today as urologic 
disease may be found among his protocols as well 
as examples of tumors, tuberculosis, amyloid dis- 
ease and the group of nephridities. The in- 
ternist has been concerned with nephritis and 


nephrosis, while the urologist has undertaken re- 
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growths and their results. That medical and 
sponsibility for the infections, obstructions, new 
surgical disease of the kidney may be readily 
confused ante mortem has been emphasized. 

The relationship of the kidney to hyperten- 
sion, long a controversial subject, has not been 
facilitated by this arbitrary division of renal dis- 
ease among the specialists. The urologist, pri- 
marily attentive to the local problem (establish- 
ing drainage and relieving obstruction), has not 
been able to follow patients to their cardiovascu- 
lar deaths. Although aware of the beneficial 
effects upon the blood pressure after removal of 
urinary obstruction, he has not persuaded physi- 
cians generally of the possibilities of this asso- 
ciation, The potential mortality and morbidity 
due to cardiovascular disease in urologic patients 
has sometimes minimized diagnostic and thera- 
peutc measures, even though these possibly would 
be directed toward the prevention of further 
cardiovascular change. The internist on the 
other hand, has not given sufficient attention to 
urologic conditions as a potential source of the 
dreaded hypertensive vascular disease. His con- 
cept of nephritis (5 per cent.) and nonnephritic 
or essential hypertension (95 per cent.) remains. 

Pathologically, idiopathic hypertrophy of the 
left ventricle (later called hypertension) has 
been linked with numerous types of kidney dis- 
ease of which granular atrophy;’ contracted 
kidney (schrumpfniere) ;* pyelonephritis ;* lower 
urinary tract obstruction (prostatic hypertrophy, 
benign or malignant, urethral stricture, bladder 
stone, etc.) ;? and upper urinary tract obstruction 
(ureteral obstruction, hydronephrosis from all 
causes, congenital cystic kidneys and decreased 
blood supply)? may be cited. 

Experimentally, hypertension has been pro- 
duced in various animals to a greater or less ex- 
tent by reduction of the amount of. functional 
renal tissue,!° interference with the renal blood 
vessels: arterial! and venous,!? and ureteral ob- 
struction.2° In connection with this latter it is 
of unusual interest that reduction of the renal 
blood supply has been demonstrated to occur in 
artificially prodiiced hydronephrosis. In spon- 
taneous hydronephrosis, hypertension has been 
reported.*? 

Clinically, the correlation of these experi- 
menta) findings with human pathology has prog- 


ressed rather slowly. However, hypertension and 
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various urologic lesions!’ have been reported. 
Recently successful removal of unilateral renal 
disease has resulted in a reduction of the blood 
pressure. In a study of 71 cases of “essential 
hypertension,” 50 were found to have demon- 
strable urologic abnormalities.15 We!® were able 
to find 101 (16.8 per cent.) instances of all types 
of urologic lesions among 600 case records of 
private patients with hypertension. In a study’? 
of 97 cases of prolapse of the uterus it was found 
that 74 (76 per cent.) had hypertension. It was 
suggested that prolapse of the uterus with re- 
sultant ureteral obstruction and hydronephrosis 
caused a decrease in the renal blood supply and 
the hypertension. 

Since the clinical histories are too long to 
publish completely, we have summarized in table 
form ten cases which we believe represent types 
of urologic hypertension, These patients have 
been followed for a number of years and the 
diagnosis of hypertensive vascular disease has 
been well established (See table 1). 

Probably the most obvious example is M. 2. 
(case No, 2). The autopsy findings substanti- 
ate clearly a long clinical period of hypertension 
and cardiac hypertrophy with numerous vascular 
complications, ‘There was a marked reduction 
in the amount of kidney parenchyma, hydrone- 
phrosis being present on the right and the con- 
tracted kidney on the left was supplied with 
a calcified and sclerosed renal artery (See fig- 
ure 1), 

eduction in the amount of renal parenchyma 
was present in the four autopsied cases, .Further- 
more, all cases showed distinct evidence of either 
bilateral or unilateral urinary tract obstruction. 
Unfortunately we are unable to present detailed 
findings of the main renal arteries or their 
branches. Clinically, the remainder were shown 
to have some degree of hydronephrosis, which 
may result from numerous extrinsic and intrinsic 
causes,*7 

In an effort to stimulate further 
where’ larger numbers of cases may be avail- 
able, we have presented briefly these examples 


interest 


of urologic hypertension. It may be suggested 
from the pathologic standpoint that whereas 


microscopic studies are made routinely of the 


renal parenchyma and small blood vessels, in the 


C. C. MAHER—PAUL H. WOSIKA 263 


future as an aid to establishing the incidence 
of renal ischemia as a cause of hypertension, the 
main artery and its branches and venous supply 
should be carefully examined. Also, collateral 
blood supply should be sought for which may. 
have diminished the deleterious effects of the 
ischemia. 

The numerous experimental studies obviously 
demand that serious attention be given to the 
renal factor as a cause of hypertension. Prac- 
tically, while it is impossible to study the renal 
blood supply in any given case of hypertension, 
urologic defects should be sought for which may 


be potential factors in the production of this 





Fig. 1. Case No. 2 (M.R.) Complete hydronephrotic 
atrophy of the right kidney with hydro-ureter, Con- 
tracted left kidney with calcified left renal artery, 
sclerotic aorta, and diverticula of the bladder. 


renal ischemia. Recent reports of the removal 
of these lesions when unilateral have been very 
encouraging. j 

Closer cooperation between the urologist and 
the internist would go far in establishing the 
value of present day methads of therapy in these 


cases. However, the great majority of patients 
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we have had the opportunity to study have shown 


well developed pathologic changes, obviously of 


long standing. The key to the situation, then, 
would seem to rest with those who see the various 
urologic lesions in their incipiency. This will 
be accomplished only when the concept of 
nephritic and non-nephritic hypertension is dis- 
carded. The simple determinaton of the blood 
pressure and negative urine analysis are insuffi- 
cient grounds upon which to diagnose essential 


hypertension. 

As we have pointed out before the diagnosis 
of hypertension of unknown origin is only ten- 
able when every effort has been made to exclude 
all the possible causes, particularly eliminating 


defects anywhere in the urinary tract. 
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TABLE 1. 


Cardiovascular Status 
Longevity in family history, Numer- 
ous bl. pr. readings (1934-1936) 
170/100 to 210/110 mm. Hg. Aorta 
widened left ventricle enlarged (x- 
ray) EKG showed left axis devia- 


tion. Mild peripheral and _ retinal 
sclerosis. Protracted cardiac insuf- 
ficiency. 


Neg, family history. Bl. pr. readings 
(1925-1937) 150/90 to 290/160. 
Sclerotic aorta. Left vent. enlarged 
(x-ray). Normal axis deviation in 
EKG. Marked retinal sclerosis. Re- 
peated cerebral accidents. 


Neg. family history. Bl. pr. (1930- 
1937) 120/80 to 210/120. Aorta 
widened and left ventricle enlarged 
(x-ray). EKG showed left axis devi- 
ation and auricular fibrillation. Mod- 
crate retinal and peripheral sclerosis. 
Mild cardiac insufficiency. Anginal 
syndrome. 


Neg. family history. Bl. pr. 130/80 
to 190/100. Aorta widened and left 
vent. enlarged. Marked cardiac in- 
sufficiency with edema. EKG showed 
normal axis deviation and auricular 
fibrillation. 

Neg. family history. Bl. pr. read- 
ings (1927-1936) 130/80 to 210/110. 
Aorta widened. Left vent. enlarged 


(x-ray). Normal axis deviation in 
EKG. Numerous ventricular extra- 
systoles. Myocardial infarct in 1930. 
Cerebral accident 1936. Protracted 


cardiac insufficiency. 
Neg. family history. 
1934) from 160/90 to 200/100. 
Aorta tortuous and left vent. en- 
larged (x-ray). EKG showed left 
axis deviation. Myocardial infarct 
1934. 


Bl. pr. (1927- 


Neg. family history. Bl. Pr. (1928- 
1939) 162/100 to 200/118. Aorta 
widened and enlarged left vent. (x- 
ray). EKG showed left axis devia- 
tion. Marked retinal sclerosis. 


Family history shows Bright’s dis- 
ease and hypertension. BI. pr. (1934- 
1939) 160/90 to 180/100. Tortuous 
sclerotic aorta and enlarged left vent. 
(x-ray). EKG showed normal axis 
deviation and paroxysmal auricular 
fibrillation. 

Diabetes in family. Bl. pr. (1939) 
from 140/90 to 170/90. Mild aortic 
sclerosis and left vent. enlargement. 
EKG showed normal axis deviation. 
Mild peripheral sclerosis. 

Family history unknown. BI. pr. 
(1932-1939) 155/110 to 260/150. 
Widened aorta and enlarged left 
vent. (x-ray). EKG _ showed left 
axis deviation. Marked retinal scler- 
osis. Slight cerebral accident 1939. 


SUMMARY OF CASES 
Urologic and Renal Status 
Long history of bladder irritation. 
Urine: sp. gr. 1.012; alb. 1+; whe 
3+. Bilateral hydroureter and hy- 
dronephrosis with obstruction in 

bladder floor. 


Occasional mild attacks of “‘cysti- 
tis.” Urine: sp. gr. 1.001 to 1.013; 
alb. 1+ to 3+; B.coli and staphy- 
lococci in culture. Diverticulum - of 
bladder. Obstructed right ureter. 
Absent kidney shadow on the right 
by intravenous urography. 


Urologic studies not made, Urine: 
sp. gr. 1.010 to 1.014; alb. 0 to 2-+; 
occasional whbe. Prostate symetric- 


ally hypertrophied. 


Severe urologic complaints. Urine: 
sp. gr. 1.008; alb. 34 to 4+; whe. 
loaded. Bilateral hydronephrosis with 
ureteral stones and infection. Mod- 
erate grade uremia. 


Long standing hematuria and blad- 
der irritation. Urine: sp. gr. 1.010; 
alb. 1+ to 2+; whe. loaded per 
h.p.f.; B.coli cultured from the 
right kidney. Right hydronephrosis, 


mild bilateral ureteral dilatation.. 
Cystitis present. 
Long standing urologic problem. 


Urine: sp. gr. 1.003 to 1.021; alb. 
1+ to 2+; whe. usually loaded. 
P.S.P. 67%. Bladder stone removed 
1927. Bilateral hydronephrosis. Stones 
removed from left ureter 1930; left 
nephrectomy 1930. Continued urin- 
ary tract infection. 

Long standing urologic complaints. 
Renal stone right 1921. Urine: sp. 
gr. 1.001 to 1.030; alb. 1+ to 2+; 
usually loaded with whbc. Nephrec- 
tomy for staghorn stone 1927 and 
hydronephrosis. Mild prostatitis and 
cystitis. : 

Long standing bladder irritation. 
Urine: sp. gr. 1.005 to 1.022; alb. 0 
to 1+; whe. 1+ to 3+. Bilateral 
ureterohydronephrosis with infection. 
Chronic urethrocystitis. Small left 
ureteral ostium. 


Long standing bladder irritation. 
Urine: sp. gr. 1.018; alb. neg.; 
wbe. 1+. Right hydronephrosis with 
stone in lower pole (right). 


Long standing attacks of urinary 
colic. -Urine: sp. gr. 1.007 to 
1.020; alb. 1+ constantly; wbe. 1+ 
with occasional clumping. Hydro- 
nephrosis and infection in right kid- 
ney 1931. Right ureteral stone re- 
moved by manipulation 1936. Mild 
hydronephrosis with stone (passed 
1937) and infection. Reduplicated 
pelvis, bilateral. 


265 


Course 
Died 1936 of cardiac 
and mild uremia. Autopsy: Ht. en- 


negative. Slight 
aorta and coronaries. 


insufficiency 


larged. Valves 
sclerosis of 


Carcinoma of cervix invading blad- 


der floor. Left: hydroureter-pyelo- 
nephritis. Right: pyoureter-pyelo- 
nephritis. 


Died 1937 of moderate grade uremia 
and cardiac insufficiency. Autopsy: 
Ht. weight 540 Gm. Valves nega- 
tive. Sclerosis of entire aorta, coro- 
vessels. Right 
kidney showed hydronephrotic 
atrophy. Pelvis enormously dilated. 
Left kidney smaller than normal and 
nephrosclerotic. The left renal ar- 
tery was sclerosed and calcified. 
Died 1937 in acute cardiac failure. 
Autopsy: Ht. weighed 480 Gm. 
Negative valves, marked coronary 
and aortic sclerosis with myocardial 
infarcts. Trabeculated bladder. En- 
larged prostate, Left kidney: 60 Gm, 
Severe granular arteriosclerotic con- 
tracted kidney with stone in one ca- 
lix. Right kidney: 250 Gm. Numer- 
ous recent infarcts and compensatory 
hyperplasia. 

Died 1932 of uremia, cardiac insuffi- 
ciency. 

Autopsy: Not obtained. 


naries and cerebral 


Died 1936 of carcinoma (abdominal). 
Autopsy: Ca. of ovaries with wide- 


spread metastases. Ht. enlarged. 
Pelvic abscess. Left kidney 160 
Gm. contained a hypernephroma. 


Right kidney 150 Gm. contained sev- 
eral cysts. Hydronephrosis present. 
Thickened intima of the arteries. 
Died 1935 following acute myocar- 
dial infarct. 

Autopsy: Not obtained. 


Living 1939 with moderate uremia. 
Has impaired vision, persistent head- 
ache. Bl. pr. is 240/120. 


Living 1939. Maintains good renal 
tunction and cardiac compensation 
on greatly limited activity. 


Living 1939. Maintains good renal 
function and cardiac compensation. 


Living 1939. Severe persistent hy- 
pertension (270/170 not infrequent). 
Compensated. Complains of persis- 
tent headache and diminished vision 
(vascular basis). 
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CHEMOTHERAPEUTIC AND SPONTANE- 
OUS RECOVERIES FROM PSYCHOSES. 
A COMPARISON AS TO QUALITY 


J. WrinsereG, M. D. 
H. H. Gotpstetn, M. D. 
J. V. Epuin, M. D. 
CHICAGO 

About three years have passed since the first 
Reports on chemotherapy, namely insulin and 
metrazol, in the treatment of the functional 
psychoses, have appeared in the medical litera- 
ture. A wealth of material on the subject has 
grown up since then. However, very little men- 
tion has been made as to a study of the quality 
of recovery one may obtain with chemotherapy, 
and as to whether it compares favorably with the 
spontaneous remissions or whether it excels it. 
Rymer, Benjamin and Ebaugh* were the only 
ones to report on a qualitative study of remis- 
sions. On other rare occasions when the subject 
was mentioned, some investigators as Goldstein 
et al.? and Rymer et al.? felt that the recovery 
made following treatment was of a superior na- 
ture to that of the spontaneous type. On the 
other hand, some, as Piotrowski® and Schatner 
and O’Neil,® felt that the remissions due to 
chemotherapy were at least comparable to spon- 
taneous remissions. The authors, through their 
connection with the outpatient clinic and their 
experience in the field of chemotherapy,? have 
had an excellent opportunity to observe and 
study both types of recovery and at this time are 
able to give a preliminary report of their find- 
ings. 

May we state at the outset that we are quite 
aware of the fact that there are gradations in 
recovery, both of the spontaneous and of the 
chemotherapy type. However, in this report we 
are concerned solely with those patients mani- 
festing a good recovery according to a set of 
criteria which we have followed very stringently. 
Criteria for Recovery 

The most difficult problem in this study was 
of course the elucidation of the criteria for re: 
covery. 
exactly constitutes a good remission; however, 
-~most as Sakel,’ Low,* Kagan,? Barbato,! Phil- 
lips,° Rymer,’ ete. agree that a resumption of the 
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former personality plus an insight into the for- 
mer mental condition are sufficient evidence of 
a return to a normal level. For the sake of an 
objective study we standardized our criteria and 
saw to it that the patients studied fitted into the 
composite picture of a healthy individual. The 
standard which we elicited from every patient 
before he or she was called completely recovered 
are as follows: 


1. Insight. 

All patients had to acknowledge without too 
much pressure, that they had been temporarily 
mentally ill or that they had had a “nervous 
breakdown.” An outright admission to a tem- 
porary psychotic episode is considered by us as 
a better type of insight than the escape admission 
to a “nervous breakdown” which is considered 
sufficiently adequate despite the fact that in 
many circles of our society a nervous breakdown 
is almost the fashionable thing to have. 


2. Adjustment. 

All patients had to have an adequate adjust- 
ment both as to society and occupation. They 
must resume or make an effort to resume their 
former social trend before they could be con- 
sidered as leading a normal existence. Naturally, 
patients encountered some difficulty in this re- 
spect for they had to overcome both their own 
sense of guilt and shame as well as the prejudices 
their former friends and associates carry against 
mental institutions and their inmates.  Cer- 
tainly adjustment in the occupational field in 


these days of economic stress was of great diffi- 


culty. However, our criteria for a good recovery 
required that if a patient was unable to resume 
gainful occupation, the least that was expected 
of him was an understanding of the economic 
difficulties, the lack of employment, and that his 
failure to procure a job was not due to dis- 
crimination of the world against mentally ill 
individuals (an escape too easy to fall into), 
but a universal problem applicable to the healthy 
and ill alike. 


3. Absence of psychotic ideology. 

Needless to say that patients must give up 
entirely their previous psychotic ideology and 
behavior. Many patients, especially those who 
had had chemotherapy, showed an amnesia for 
past events. After careful questioning however, 
in all cases we were able to elicit an admission 
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to some overt activity which at the present time 
seemed to them to be senseless and ridiculous. 


4. Objectivity. 

The criterion of objectivity, as that of insight, 
was one of the most difficult to elicit. Neverthe- 
less we required it of all patients. The indi- 
vidual had to be able to completely detach him- 
self from his psychotic episode and be able to 
discuss it as dispassionately as one might discuss 
a previous physical ailment such as an operation 
or a confinement.- Furthermore, upon question- 
ing, many revealed that they would be able to 
recognize early signs and symptoms of an im- 
pending recurrence and the steps they would 
take to prevent a complete breakdown.* 


Method of Study 

All patients selected were those who, on initial 
examination following their discharge from a 
state institution, seemed to fulfill all the require- 
ments set forth in our criteria for complete re- 
covery. Since the first examination, all those 
patients have been seen by us at least three times 
at monthly intervals. The individuals were 
encouraged to come with members of their 
families, friends, or neighbors, and both patient 
and companion were questioned separately and 
searchingly. In addition, a trained social worker 
from our Social Service Department visited the 
homes of these individuals at least three times 
at monthly intervals, where home environment, 
behavior, and adjustment were carefully noted 
and recorded. These findings were given to the 
examining physician on day of patient’s visit to 
the clinic. In this fashion we were able to 
evaluate the individual’s make up, not only from 
our objective findings, but also from the opinion 
of those people who have known the patient be- 
fore and after his or her psychotic episode. 
Results 

As indicated. in the charts we have studied 
twenty-four cases of spontaneous reijrissions. 
Their average residence in the State Institution 
was ‘of 439.5 days’ dtration.. Their, diagnoses 
were;‘one psychoneurotic; one mental defective 
with pay chosis, twelve actions, ten manic- 


ee ad 


"Since this has been written two patients ai. W. and B.J.), 
oddly enough one from each group, have consulted the authors 
for help in what seemed to them to be an impending break. 
Both showed excellent judgment as the symptomatology re- 
lated by. them. was significant. P 
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depressives. Of the chemotherapy recoveries we 
have chosen from our files, and at random, a like 
number of cases with the same types of psychoses. 
Their average stay in a state institution was 
163.9 days. . After careful study of these former 
patients we were able to elicit from them all 
criteria which go to make up a mentally healthy 
individual. On the surface it seemed that there 
was no difference-in the type of recovery made, 
whether it was due to chemotherapy or whether 
it was of a spontaneous type. However, it was 
very evident that there was a marked difference 
in attitudes of these two groups, which in our 
opinion, bears a grave prognostic significance. 
The difference was apparent in their attitude 
toward their illness and towards the hospital. 


Athitude Toward Iliness 


Those of the chemotherapy group seemed to 
have more of a dread of the cure than of the 
illness proper. They felt that their illness was 
unfortunate but, like a fracture of a bone which 
is unfortunate, has a definite therapy. They did 
not brood over their psychotic episode. They 
had the feeling that should they become ill again 
there is a remedy for this ailment. Not so those 
who have had a remission spontaneously. Theirs 
was a real dread of the disease. They had the 
feeling that should they become ill again they 
will have to fight their own battle against terrific 
odds. They tended to worry that another attack 
may place them in a state institution for life. 
Attitude Toward Hospitals 

In this respect, also, the attitude of the 
chemotherapy group was much more desirable. 
They felt that they were in a hospital where a 
staff of physicians and nurses did everything 
scientifically possible to get them well and place 
them on the outside. Their stay in the hospital 
was comparatively short.® --As-soon as they were 
considered in a state of remission every effort 
was made to‘see that patient was paroled.* There 
was no need for a long period of dehospitaliza- 
tion, for as soon as they were able to rationalize 
they: were given to understand that their stay 
was temporary so that they did not become in- 
stitutionalized in their habits, activities, and 





*We feel that. the term parole should be eliminated from 
the terminology of state institutions. It has a sinister mean- 
ing to all recovered patients who cannot reconcile the terms 
hospital and patient with that of parole. Observation period 
could be substituted to a greater advantage, 
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manner of thinking. This excellent attitude was 
not found in patients who have had a spontaneous 
remission. Most of them were of the opinion 
that time and not medical aid has helped them 
to escape a permanent life in an institution. 
They bore a slight resentment to the institution 
where their average stay has been more than 
of one year’s duration. Many of them had be- 
come institutionalized and the psychic trauma 
inflicted upon them may be of no little conse- 
quence, 
CONCLUSION 


1. A comparison of the type of recovery made 
by twenty-four chemotherapy patients and twen- 
ty-four spontaneous remissions. 

2. Criteria for recovery are elucidated. 

3. The average stay of patients of the chemo- 
therapy group in a state hospital is by far 
shorter than that of the spontaneous remission 
group. This to some extent may be due to the 
efforts of the attending physicians who are in- 
terested in placing these individuals on the out- 
side to further facilitate their resumption of 
a normal life. 

4, Superficially it seems that there is no dif- 
ference between a recovery which is spontaneous 
or one which is due to chemotherapy. However, 
there is a vast difference in the attitude of these 
two groups to their illness and hospital which 
may bear grave prognostic significance. 

5. Further studies on the last two points will 
be carried on by the authors. 


SPONTANEOUS REMISSIONS 


Admission Parole 

Name Diagnosis Date Date 
x G, Dem. Prae,, Cata. 11-26-37 2-25-38 
J. M. Dem. Prae., Hebe. 10- 7-37 3- 9-38 
B. W. Man. De., Man. 2- 7-37 3-26-38 
J. W. Man. De., Man. 3-18-38 5-29-38 
L. R. Dem. Prae., Cata. 3-24-38 4-25-38 
je 4 Man. Dep., Mixed 10-22-37 2- 1-38 
H. W. Dem. Prae., Cata. 4- 9-35 4-15-38 
A: 8. Man. Dep., Man. 4-15-37 10-24-37 
i Be Psy. with Man. Def. 3-25-38 5-14-38 
J. G. Dem. Prae., Cata. 12-17-36 5-26-38 
M. H. Man. Dep., Dep. 11-13-37 12-19-37 
M;. Dem. Prae., Hebe. 2- 1-30 12- 2-37 
G.°%. Dem. Prae., Cata. 10-28-37 12-23-37 
a. P. Man. Dep., Man. 8-19-37 12-23-37 
D. Dem. Prae., Cata. 5-16-35 12-19-37 
Ww. Man. Dep. Mixed 6-29-34 1- 9-38 
K. Man. Dep., Dep. 5-6- 36 1-16-38 
c. Psychoneurosis 1-14-38 2- 1-38 
Ss. Dem. Prae., Cata. 5-16-35 12-23-37 
W. Man. Dep., Man. 7-22-37 3-18-38 

Ss. Man. Dep., Man. 9-24-37 3-12-38 

H. Dem. Prae., Cata. 3-18-38 4-25-38 

Ss. Dem. Prae., Hebe. 5-27-37 4-14-38 
J.S Dem. Prae. Cata. 12- 2-37 5- 9-38 
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CHEMOTHERAPY REMISSIONS 


Admission Onset 

Name Diagnosis Date Date Parole 
cz. Psychoneurosis, 

Hysteria 12-27-37 12-37 2-13-38 
eee Man. Dep., Mixed 9-26-37 9-16-37. 12- 5-37 
L. B. Hebe., Dem. Prae. 9-19-37 9- 1-37 11-21-37 
ar Cata., Dem. Prae. 2-26-37 2-37 12-26-37 
N. B. Cata., Dem. Prae. 6-24-37 5-37 1-23-38 
A'S, Man. Dep., Dep. 8-12-37 2-37 12-25-37 
M. B. Man. Dep., Man. 1-13-38 9-37 3-13-38 
M. E, B. Man. Dep. Man. 10-21-37 8-37 3-27-38 
M. A. D. Man. Dep., Man. 5-12-38 5-38  8- 2-38 
S. G. Man. Dep., Man. 11- 4-37 36 1-19-38 
Ls Cata., Dem. Prae 9-22-37 9-37 3-20-38 
mJ; Cata., Dem. Prae 7- 1-37. 6-10-37. :12- 2-37 
Be 3. Cata., Dem. Prae 1- 6-38 12-37 6-19-38 
E. M. Cata., Dem. Prac. 5-13-37 4-37 10-21-37 
A. M. Cata., Dem. Prae. 7-12-37 37 1-19-38 
P: A. Hebe. Dem. Prae. 12-23-37 <a 3-13-38 
D. M. Man. Dep., Man. 4-29-37 4-29-37 9-11-37 
N. M. N. Man. Dep., Mixed 6-17-37, 4- 6-37. -5- 4-38 
AscP: Man. Dep., Man. 12- 2-37 11-37 3-27-38 
SF. Cata. Dem. Prae. 10-28-37 = 9-26-37 = 12-24-37 
eS Cata. Dem. Prae. 3- 7-35 29 =: 3-13-38 
BS. Hebe. Dem. Prae. 4-29-37 31 1-21-38 
M. S. Psy. with Mental Def. 3- 4-37 4-37 5-10-38 
A. W. Man. Dep., Man. 12-23-37 11-37 -5- 8-38 
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ACUTE GINGIVOSTOMATITIS IN 
CHILDREN 


James D. Mckinney, M. D. 
CHAMPAIGN, ILL, 


There is considerable confusion concerning 
acute infections of the mouth in children. It is 
the purpose of this communication to describe a 
condition of the mouth in children which is in 
reality a definite disease entity. One frequently 
sees children with swollen, bleeding, painful 
gums together with high fever, malaise and 
irritability. 

Many different terms have been applied to this 
condition. Vincent’s stomatitis and Vincent’s 
infection of the gums are probably the most com- 
monly used terms. Likewise, acute stomatitis, 
fuso-spirillary infection of the gums, acute gin- 
givitis, catarrhal stomatitis, trench mouth all 
have been used for this disease. Black! in an 
excellent article suggests the term “acute infec- 
tious gingivostomatitis.” This term would seem 
best applicable to this condition, although its 
infectious character has not been proven. 

The diseese affects a very definite age group. 
Black, Kellett,? Smith* have found the condi- 
tion most. commonly between the ages of eighteen 
months and four years. It appears to affect girls 
somewhat more frequently than boys. It is found 
equally as often in well cared for children as in 
the poorer classes. There seems to be a definite 
seasonal appearance of this disease. In my ex- 
perience it appears most commonly between 
March and June, whereas Black! reports it more 
commonly between October and January. 

The etiology has eaused considerable contro- 
versy. Plaut-Vincent’s organisms are found in 
great numbers in direct smears. Henry,‘ Beld- 
ing,” Stahr® believe the disease to be due to a 
fusiform bacillus and _ spirochete infection. 
Black,} and Brennemann’ are not certain that 
the Plaut-Vincent’s organisms are a causative 
factor. It has been my impression that the 
onset, course and end-result is against the Plaut- 
Vincent’s organisms as the cause, In regard to 
diet one is tempted to think of a possible vitamin 
deficiency. On questioning the child’s dietary 
habits there is usually no evidence of an unbal- 
anced diet. The rapid course of the disease is 
against any possible deficiency. 
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In a careful analysis of acute gingivostomatitis 
one is struck with the abrupt onset and the com- 
mon presence of a mild tonsillitis or pharyngitis. 
The usual history obtained is that of a child who 
becomes suddenly ill with high fever, malaise 
and irritability. If seen early, nothing is found on 
physical. examination except a moderate diffuse 
redness of the tonsils and posterior pharyngeal 
wall. Within twenty-four hours there appears 
first a marked redness of all of the gum surfaces 
with bleeding on slight trauma. At no time can 
one determine at what tooth or several teeth this 
inflammation arises. Apparently all of the gum 
surfaces become involved at the same time. Dur- 
ing the first twenty-four hours the breath has 
a slight fetid odor and there is usually consider- 
able salivation. The child apparently is ex- 
tremely uncomfortable. All solid foods are re- 
fused and liquids are taken only with consider- 
able coaxing. During the next twenty-four-hour 
period the gums become greatly swollen, bleed 
very easily, and retract from the teeth. Pus and 
necrotic debris may be seen exuding around the 
gum margins. The breath is extremely foul. 
Salivation is so profuse that there may be con- 
stant drooling. At this time the cervical glands 
along the margin of the jaw become enlarged and 
tender. Examination of the throat reveals the 
same type of redness observed at the onset; one 
rarely ever sees a necrotic membrane on the 
tonsils or posterior pharyngeal wall. There may 
be aphthous. types of ulcers on the buceal mucous 
membranes and the tongue. The appearance of 
the child at this time is that of one utterly miser- 
able, and yet not sick enough to want to be in 
bed. At this stage the temperature ranges be- 
tween 101° and 105°. The peak of the disease 
is usually the third or fourth day. By the end 
of a week the disease resolves almost as rapidly 
as it began. Probably the first sign of resolution 
is the change in the behavior of the child, to- 
gether with a lowering of the temperature. The 
gums will frequently return to their normal ap- 
pearance in twenty-four to forty-eight hours. 

Complications of acute gingivostomatitis are 
extremely rare. It is rather surprising that the 
gums return to their normal appearance without 
leaving ulcerations of a chronic nature. The 
teeth are practically never loosened. Osteomye- 
litis of the jaw is extremely rare. The cervical 
adenitis subsides with resolution of the gums. 
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Treatment of various types have been de- 
scribed. Brennemann’ feels that general sup- 
portive measures are all that is necessary. Smith*® 
advises bismuth sodium tartrate intramuscularly. 
Maxwell® suggests acetarsone by mouth and ap- 
plied locally as a paste. Neoarsphenamine, in- 
travenously and locally as a paste, is used ex- 
tensively. There is no conclusive proof that 
arsenicals are of any value in this condition. 
Gentian violet, acriflavine, silver nitrate, sodium 
perborate, mercurial antiseptics all have their 
advocates. In using these preparations on an 
acutely inflammed surface one must always think 
of a resulting chemical irritation. Probably the 
best drug to use is hydrogen peroxide applied 
full strength. This preparation has the advan- 
tage of being non-irritating and yet being active 
as a solvent for the necrotic debris. Its anti- 
septic value is open to question. I have found 
that the most satisfactory local treatment con- 
sists of swabbing the gums very gently with four 
applicators soaked with full strength hydrogen 
peroxide, using two applicators for the upper 
gums and two for the lower gums. These appli- 
cations should be carried out at least four times 
daily. In most instances this treatment can be 
done very satisfactorily in the home. Acetyl- 
salicylic acid may be used to control the tempera- 
ture and the malaise. Sedatives such as pheno- 
barbital are useful at times. Isolation of the 
patient from other members of the family is 
advisable even though there is little evidence at 
present of contagion. 

Acute gingivostomatitis is of importance only 
from the standpoint that one should recognize 
that such a condition is reasonably common in 
children under four years of age. Its course 
follows a rather definite pattern with rare com- 
plications or sequelae. 
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BENIGN TUMORS OF THE ANUS AND 
RECTUM 
Cuares J. Druecx, M. D., F. A. C. 8S. 
CHICAGO 


About the--anus-and within the pelvic portion 
of the colon:thefe -dévelops a variety of growth, 
benign and ‘nialignait, between which the dis- 
tinction is not éasily established. Certain tumors 
which, though benign and never becoming 
malignant, and though not themselves destroy- 
ing life, may cause much misery through ulcera- 
tion with pain and hemorrhage, constipation 
and intestinal obstruction, In this group are 
also included irregular: growths such as fungi, 
vegetations and: excrescences. Others. appear 
benign at first but later: undergo a malignant 
change. Of.-forty-two such apparently benign 
tumors collected by Quenu and Landel, twenty 
of them ended as true. cylindrical carcinoma. 
Some pathologists say that this second group 
are malignant from the beginning but remain 
dormant for an indefinite period, perhaps sev- 
eral years, and then take on a malignant activ- 
ity. A third group of neoplasms are obviously 
malignant from the beginning. 

These rectal tumors are of different anatom- 
ical structure, but each resembles the tissue 
from which it springs. All rectal tumors in- 
cline toward. the direction of least resistance, and 
therefore protrude into. the lumen of the bowel 
or externally on the skin. A tumor extending 
into the intestinal canal is dragged upon by 
the passing fecal current and the straining in- 
cident to defecation, until its attachment is 
drawn out into a slender cord or pedicle and a 
polyp is formed. 

Histologically we find that in benign tumors 
the cellular elements are fully developed and 
normally arranged, whereas in malignant tumors 
the cellular elements are irregularly arranged, 
are imperfectly developed, and are found grow- 
ing outside of their normal structures. Further 
than this we do not know what inherent qual- 
ities or characteristics render one neoplasm be- 
nign and another malignant. al 

Herpes—fever blisters—occur frequently. at 
the mucocutaneous junctions of the anus and 
vulva and on the skin about these orifices. In 
either situation the vesicle is readily ruptured 
by abrasion during manipulation, or through 
maceration by the sweat or vaginal or rectal dis- 
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charge. Later infection and ulceration occur and 
the lesion may be mistaken for an epithelioma. 
This very benign ulcer is a common cause of un- 
warranted concern to the patient. 


Herpes is due to a specific neurotrophic virus 
which may remain for long periods of time latent 
within the tissues and only develop its charac- 
teristic lesion as the result of some other tissue 
insult. Under such circumstances the charac- 
teristic vesicles develop in the skin or mucous 
membrane. Certain individuals appear to be sen- 
sitized and are liable to recurrent attacks. It is 
common in association with malaria, pneumonia, 
meningitis and febrile states. 


Symptoms.—There is often a prodromal 
period of a day or two during which the patient 
feels ill and has a moderate fever (101° F.). 
Locallv there is itching and burning of the skin 
and ei ythema, followed by a multilocular vesicu- 
lar eruption, surrounded by an erythematous 
areola. The vesicles soon encrust and the crusts 
drop off, ordinarily without leaving any scar. 
The sensory manifestations are burning pain, 
hyperesthesia, hyperalgesia and sometimes pares- 
thesia. When the ulcers appear within the rec- 
tum, there is a history of recent sharp soreness 
within the rectum, together with tenesmus. 
Proctoscopically there are found multiple, small, 
superficial ulcers in the anal or lower rectal 
mucosa. These closely resemble the “canker 
sores” seen in the mouth, The condition usu- 
ally clears up within a week. 

Treatment is purely symptomatic. Before rup- 
ture of the vesicles, some relief may be afforded 
by frequently applying spirits of camphor. Later 
the ulcers should be cocainized and then touched 
with a stick of silver nitrate. Because of the 
work that has been done in the relation of herpes 
zoster to varicella, I advise my patients to be 
vaccinated against smallpox. 


CYSTS 


The cyst is a sac with connective tissue or 
other type of wall containing material different 
from that of the wall and usually either fluid 
or semifluid. Many cysts have no relation what- 
ever to tumors. 

Cysts about the anus and perineum may be 
divided into three groups: (1) true tumors; (2) 
those due to defects of development; and (3) 
those due to mechanical, inflammatory and de- 
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generative lesions. These latter are better termed 
pseudocysts. 
SEBACEOUS CYSTS 


Sebaceous cysts are relatively common lesions 
which are found most frequently in the scalp 
(wens), but may be found anywhere and are 
not uncommon about the buttocks. To this group 
belong comedones. Smith and Gault’ re- 
port a woman whose body was covered with nu- 
merous sebaceous cysts which varied in size from 
that of a pea up to the size of a large orange. 
The largest of these were found in the buttocks 
and thigh region. Sebaceous cysts are retention 
cysts and occur in relation to cystic dilatation 
and degeneration of the sebaceous glands asso- 
ciated with certain of the hair follicles as the 
result of inflammatory obstruction to the dis- 
charge of sebaceous material. They also arise 
as the result of embryonal displacement of sur- 
face epithelium beneath the skin level. Such 
lesions frequently simulate tumors and are often 
removed surgically for this reason. 

They consist typically of an epithelial lined 
cyst in which varying degrees of differentiation 
of the epithelium toward the sebaceous glandular 
type may be observed. The contents of such a 
cyst is composed of grumous, sebaceous material. 
Frequently, secondary calcification follows. At 
times these cysts are so distended with their 
secretion as to create an impression of a solid 
tumor rather than a cyst. 

Symptomatology.—The sebaceous cyst is glob- 
ular and sharply defined from, though movable 
in, the deeper skin or subcutaneous tissues in 
which it is situated. It is movable and some- 
what firmer than the surrounding skin or adi- 
pose tissue. They seldom occur before puberty 
and are never congenital. They grow slowly and 
after attaining a certain size may remain sta- 
tionary for years. Because of their prominence, 
they are liable to injury, become inflamed, and 
ulcerate. Should the contents only escape par- 
tially, the remainder is liable to undergo putre- 
factive changes, giving rise to an offensive ulcer- 
ated surface with raised edges which may readily 
be mistaken for epithelioma. True malignant 
disease of an epitheliomatous nature is said oc- 
casionally to supervene. 

Diagnosis.—The sebaceous cyst may be con- 
fused with a circumscribed lipoma. The latter, 
however, is lobulated (sebaceous cysts are not) 
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and less movable. When the contents of a seba- 
ceous cyst is exposed, there is no doubt. 

From a dermoid cyst it is differentiated by the 
dermoid, is congenital in origin, and is hardly 
ever attached to the skin. 

Malignant degeneration (carcinoma of a seba- 
ceous gland) is rare, but should be suspected 
if a draining sinus persists and fails to heal 
after incision of any superficial abscess of the 
skin. 

Trealment.—They are readily removed by ex- 

cae mp bs ; > 
cision. The sac must be completely removed 01 
the cyst will re-form. The capsule should there- 
fore be dissected out without opening if pos- 
sible, but if the capsule ruptures during the op- 
eration, its contents should be evacuated and the 
sac then peeled out, 


LIPOMA 


Lipomata are soft, fatty, fairly well circum- 
scribed subcutaneous tumors of the buttocks. 
When found within the rectum they develop in 
the submucous layer and spread out in the rectal 
wall or may become pedunculated, Besides aris- 
ing in the buttocks, lipomata have a predilection 
for the neck in the male and the breast in the 
female, They are frequently multiple, a hun- 
dred or more, and ordinarily remain benign. 
They grow very slowly and after reaching a phase 
of equilibrium they incease no further in size. 
The growth is to some extent movable beneath 
the skin, but tends to merge gradually into the 
surrounding normal tissue. Occasionally the 
tumor is deeply situated between the muscles and 
can then be recognized only by x-ray. They are 
essentially tumors of adult life, but their oc- 
eurrence in childhood is not uncommon and they 
may even be present at birth. 

Treatment.—Lipomata are definitely benign 
tumors and may safely be ignored unless they 
enlarge or cause disfigurement or discomfort. In 
rare instances sarcomatous degeneration occurs 
in advanced life. This is probably due to long 
continued irritation. 

External lipomata on the buttocks are re- 
moved by an incision in the long axis of the 
tumor. As the tumor is usually adherent to the 
skin, it is often necessary to excise an e)liptica) 
strip of skin with the lipoma. It is necessary 
to apply pressure by a firm bandage over care- 
fully arranged dressings in order to obliterate 


the cavity. In the case of very large tumors, 
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drainage for the first forty-eight hours will be 
desirable. 

A lipoma within the bowel, even though pedun- 
culated, must be carefully dissected free and its 
hase carefully ligated because of the possibility 
of invagination of the peritoneum into the in- 
testine. The wound is then closed with sutures, 
Although the dissecting out of a lipoma is usu- 
ally a simple procedure, the surgeon is often im- 
pressed with the abundant vascularity of the 
growth. Each lobule grows about a separate 
branch of the nutrient vessel. 


58 E. Washington Street. 
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SOME CLINICAL STUDIES IN 
STERILITY IN MEN 
LEon M. BetLin, M. D. 

CHICAGO 

It has been said, and truly so, that more 
knowledge regarding the processes of reproduc- 
tion has been accumulated since the beginning 
of the present century than all that was acquired 
previous to that time. 

We believe that the urologist because of his 
training and interest, is the logical person for 
a proper appraisal of the reproductive capacity 
of the male and for the examination of the 
semen—the chief clinical evidence of his fecund- 
ity. 

This study is based upon a clinical examina- 
tion of 150 men—men whose marriages had 
proved barren, although they used no contracep- 
tive measures for a year or longer; and men who 
were unmarried but, for various reasons, con- 
sidered themselves sterile. 

The ages of these men varied from 20 to 65 
years. Two were 20 years old; 38 were between 
21 and 30; 63 between 31 and 40; 24 between 
41 and 50; 13 between 51 and 60; and ten over 
the age of 60. Forty-two, or 28%, of the pa- 
tients were single; 74, or 49.2%, were married 
but childless; while 34, or 22%, had one child 
or more, but subsequently their marriages were 
barren. 

Twelve of the last group gave histories of 





*Read before the Chicago Urological Society, April 27, 1939. 
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gonorrheal infections, syphilis, inflammation or 
traumatism of their testes acquired after the 
birth of their last child, which they submitted 
as a possible cause of their present sterility. 

The remaining 21 patients could neither sug- 
gest the cause, nor fix the onset, of the loss of 
their procreative power. 

In studying this series of cases, I was particu- 
larly interested in investigating the etiologic 
relationship between sterility and gonorrheal in- 
fection. I, therefore, divided the series into two 
unequal groups. 

Group 1 comprised those cases without the 
history of neisserian infection ; and group 2 com- 
prised those with the history of gonorrhea. 

In group 1 there were 40 patients. All of 
them denied having had any antecedent venereal 
disease. Seven of them stated that they had 
never had any sexual contacts. All of them sub- 
mitted rather vague, and often bizarre, com- 
plaints as reasons for their examination. Many 
of these complaints were obviously irrelevant and 
were but manifestations of functional neurosis 
or of inherent neuropathy. 

I have divided this numerically small group 1 
into the following sub-groups: 

(1) In this subgroup there were eight men; 
six were single and two had been recently mar- 
ried. With these patients there was an absence 
of the history of any previous genital disease or 
disability. They simply had a premonition, or, 
in popular parlance, a “hunch,” that they were 
sterile. Usually they alluded to their barren 
stock, stating that their families were “poor 
breeders.” Examination, however, revealed evi- 
dences of chronic prostatovesiculitis with oli- 
gonecrospermia in one case. In a second case, 
examination revealed evidences of bilateral 
atrophy of the testes and epididymis, probably 
congenital. His semen showed complete azoo- 
spermia. In a third case, the patient refused a 
detailed examination. The remaining five pa- 
tients were apparently normal and had negative 
seminal findings, 

(2) In this subgroup five patients admitted 
being excessive masturbators. They were con- 
vinced that their “youthful errors” had rendered 
them incapable of procreation. All of them gave 
histories of persistent spermatorrhea, Two of 
them had varicoceles. Three of them, on endo- 


scopic examination, had markedly congested 
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verumontanum. ‘T'lieir semen showed oligo- 
spermia and some amorphospermia, The rest 
apparently were normal, with no demonstrable 
genital or seminal disorders. 

(3) In this subgroup there were three pa- 
tients, admittedly alcoholics. Their examina- 
tions were negative; excepting a chronic non- 
specific urethritis in one case. 

(4) In this subgroup five patients complained 
of diminutive gonads, One, aged 20, was 
eunuchoid in appearance. He had testes the size 
of a cherry, though with well developed epidi- 
dymi. Examination showed that both testes 
were translucent. Aspiration yielded only a 
serous liquid, showing the absence of testicular 
tissue. The prostate was barely palpable and 
there was a lack of prostatic elements in the 
expressed secretions. Examination of a condom 
specimen revealed a complete azoospermia. Two 
other patients in this subgroup had grossly hypo- 
plastic testes, following operative trauma— 
herniotomy in one case and injection treatment 
for bilateral inguinal hernia in the other. The 
first patient had unilateral compression of the 
cord and showed negative seminal findings. In 
the other case there was a complete azoospermia. 
In the fourth case, both testes were retained in 
the inguinal canal. The semen examination was 
negative. The fifth patient was a world-war 
veteran. He observed a gradual diminution in 
the size of both his testes following a severe 
attack of gas poisoning. Examination of his 
condom specimen showed a complete az00- 
spermia. 

(5) In this subgroup five patients gave his- 
tories of repeated x-ray exposures. T'wo of them 
were technicians ; and two were dentists who had 
used the roentgen rays routinely and extensively. 
On palpation their testes appeared normal. 
Seminal examination showed azoospermia in one 
case and oligonecrospermia in another. In the 
other two patients the semen was negative ; but, 
in these cases, there was no follow-up. The fifth 
patient was a married man, aged 32, who was 
previously fertile. Recently, he had submitted 
to six x-ray treatments to the perineum for 
pruritus ani. The dermatologist who adminis- 
tered these treatments supposedly had adequately 
protected the patient’s scrotum with a heavy 
piece of rubber. Examination of a condom speci- 
men revealed only occasional non-motile sperma- 
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tozoa. He was treated with anterior pituitary- 
like principle. Reexamination, six months later, 
showed almost a normal quantity of actively 
motile sperms, 

(6) This subgroup comprises 14 cases of 
“senile sterility.” These patients feared that 
they were too old to procreate. The ages of 
these self-confessed old men ranged from 45 to 
68 years. Examination showed the following 
results: four patients, between the age of 45 and 
50, were apparently normal and, probably, were 
fully capable of procreation. Of the ten patients 
between the ages of 50 and 68, four had hyper- 
trophied prostates ; two, atrophic testes; and two, 
bilateral fibrous epididymitis. Examination of 
their seminal fluids showed necrospermia in two 
cases; oligozospermia in three cases; and azoo- 
spermia in two cases. The remaining cases 
showed a’ normal amount of well-formed and 
actively motile spermatozoa. As is known, sper- 
matogenesis in men continues far into the senile 
period. On numerous occasions I have exam- 
ined the semen of men past 70 years of age in 
which the entire microscopic field was filled with 
normally formed and actively motile sperma- 
tozoa. 

Group 2. The second, and larger, group of 
this series of cases with which this paper is con- 
cerned, consisted of 110 patients who gave his- 
tories of antecedent venereal diseases. 

Five of them had syphilis; six had syphilis 
and gonorrhea; nine had gonorrhea and, in addi- 
tion, had sustained some injuries to—or diseases 
of—the testes. Or else they suffered from con- 
stitutional diseases or conditions which might 
have affected their normal spermatogenesis. In 
the remaining 90 cases, gonorrhea was assumedly 
the sole anamnestic factor contributing to their 
alleged sterility. 

Syphilis cases were all in the latent stages of 
the disease, and had strongly positive serologic 
findings. Examination of their semen showed 
oligozoospermia in two cases; necrospermia in 
one case; and amorphospermia in two cases. On 
dark field illumination, trepanema pallida were 
not found. Kemp,! in a recent article, reported 
finding spirochetae pallidae in the semen of 13 
patients in a group of 67 untreated, or inade- 
quately treated, cases of early secondary lues. 

Fifty-four patients with the history of gonor- 
rheal infection had only one attack of the dis- 
ease: 35 had two attacks; and 16 had three or 
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more attacks, The dates of these attacks varied 
from one to 40 years; in 12 patients, from one to 
three years; in 26 patients, from four to eight 
years; in 32, from nine to 14 years; in 17, from 
15 to 20 years; in ten, from 20 to 26 years; in 
six, from 27 to 32 years; and in two, from 33 
to 40 years. 

Fifty-six patients gave histories of bilateral, 
gonorrheal epididymitis. Forty-one of them, on 
examination, showed thickening, scars or nodules 
in one or both epididymi; 11 on the left side, 
eight on the right and 22 bilaterally. Examina- 
tion of the prostates and vesicles and of their 
expressed secretions showed some evidences of 
chronic inflammatory involvement in the ma- 
jority of these cases. 

Examination of seminal fluids revealed oligo- 
zoospermia in 26.8% of these cases ; azoospermia 
in 38.4% ; necrospermia in 5.3%; and appar- 
ently normal spermia in 28.5%. 

Comparing these figures with those of other 
investigators we find that Frank? reported azoo- 
spermia occurring in 88%, following bilateral 
epididymitis; Benzler® in 65%; Read* in 56%. 
Benzler examined a large number of German 
soldiers during the world war and found 23.4% 
of sterility amongst those who had had unilateral 
gonococcal epididymitis. Sinety and Hirtz® state 
that even if the inflammation of the epididymis 
is one-sided, the patient usually becomes sterile 
as a consequence. 

Examination of the remaining 34 patients who 
had suffered from one or more attacks of gonor- 
rheal infection without epididymitis, in 15 cases 
showed evidences of chronic prostatovesiculitis. 
Analysis of their semen revealed oligozoospermia 
in 38.2% ; azoospermia in 16.9% ; necrospermia 
in 9.6% ; and normal spermia in 35.3%. The 
entire group of 150 cases showed, apparently, 
normal semen in 42.6%; oligozoospermia in 
16.9% ; azoospermia in 28.8% ; and necrospermia 
in 12%. 

Examination of the external genitalia of these 
patients showed the following local defects: 

Cryptorchism: seven cases. 

Testicular hypoplasia (bilateral) : five cases. 

Atrophy of testes and epididymis (bilateral) : 
one case. 

Orchitis (old) : two cases. 

Spermatocele: four cases. 

Epididymitis (bilateral) : 24 cases. 

Epididymitis (unilateral) : 21 cases, 
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Varicocele; nine cases, 

Hypospadias: three cases. 

Total local factors: 76, 

Spermatozoic criteria.of male infertility rest 
on the phenomena of (a) aspermia; (b) az00- 
spermia; and (c) necrospermia. 

Aspermia, or aspermatism, is a very rare con- 
dition in which ejaculation of semen is wanting ; 
either during nocturnal pollutions, during or 
after coitus, or on masturbation. Absolute 
aspermatism would imply an entire absence of 
secretions, after an orgasm, from the testes, epi- 
didymis, prostate, seminal vesicles, Cowper’s or 
urethral glands. Obviously this is not likely to 
occur excepting in the case of complete closure 
of the urethra; or in the case of inflammatory 
destruction of all the above mentioned struc- 
tures. Ejaculatio defficience seems to me a bet- 
ter term because it defines the exact defect in 
question, 

Azoospermia is the second absolute proof of 
male infertility. It was present in about 25% 
of men in this series of cases. A total azoo- 
spermia indicates (1) complete gametogenic 
failure, that is, aspermatogenesis, which is true 
azoospermia; or (2) a blockade or injury to the 
sperms in their passage through the genital tract, 
or a false azoospermia. 

To differentiate these two conditions we may 
(1) do a testicular tap; which is always a pain- 
ful procedure and, in my hands, has proven 
rather unsatisfactory ; or (2) we may make use 
of Ulzmann’s observation to the effect that 
spermatozoa that leave the testes alive have 
straight, outstretched tails; while those that die 
in the transit usually have coiled or twisted tails. 

Wolbarst® states that 72% of azoospermia is 
of obstructive character. Occurrence of con- 
genital, or idiopathic, aspermoatogenesis is well 
known, 

Temporary, or physiologic, azoospermia is 
observed on those occasions when no sperma- 
tozoa are found at a given examination but are 
noted subsequently. Manifestly, this observation 
is significant, especially in medicolegal cases. Of 
the various causes of this phenomenon, excessive 
venery is, perhaps, the most common. After 
repeated ejaculations spermatozoa are usually re- 
duced in numbers, or are entirely absent. In 
one case, that of a healthy adult aged 30, I 
found that his semen, after the third closely 
repeated sexual act, did not contain any sperma- 
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tozoa. But, after five days of rest the condom 
specimen showed an abundance of motile sperms. 
Vecki,’ however, denies this and maintains that 
in a strong person, who repeatedly performs the 
sexual act, the number of spermatozoa, instead 
of diminishing, increase, and that they are active, 
well-developed and viable. 

Another cause of acquired azoospermia, as we 
have mentioned, is exposure to the x-rays. As 
is well known, the spermatogenic cells of the 
testes are highly sensitive to roentgenization ; 
while the cells of Leydig and Sertoli are not. 
Depending upon the size and the frequency of 
the dose, and the susceptibility of the individual, 
suppression and retardation of normal spermato- 
genesis may be noted within six to seven days 
following the x-ray exposure; and within two to 
three weeks necrospermia or azoospermia may 
develop. 

As a rule, says Huhner,®* it takes several years 
before live spermatozoa are again found in the 
semen. F, Tilden Brown? states: “Men, by their 
mere presence in x-ray atmosphere, incidental to 
radiography or the therapeutic uses of the rays, 


_after a period of time—as yet undetermined— 


will be rendered sterile.” In some cases the 
testicles are so sensitive to the action of the 
x-rays that doses which are ordinarily considered 
harmless may cause sterility. According to Mac- 
Kee!® the fractional doses of “soft” radiation, 
or the grenz-rays, given at weekly intervals, will 
not inhibit the function of the testes. 

In recent years, electrical modalities, such as 
diathermy and short-wave radiations, are used 
increasingly by the profession because of their 
supposed therapeutic value. Testes are often in- 
cluded in the field of exposure. The effect of 
the short-wave diathermy and of hyperpyrexia 
on the germinal epithelium of human testes has 
not been sufficiently investigated. Recently, Wil- 
helm and Schwartz'! studied the effect of short- 
wave therapy on the testes of guinea pigs. They 
exposed the testes of 18 guinea pigs to a single 
short-wave radiation of from 20 to 60 minutes’ 
duration. The testes were then excised and were 
examined at intervals of from three hours to 80 
days after exposure. No evidences of gross or 
microscopic pathologic changes were observed. 
Evans and Burr,}? however, have shown experi- 
mentally that a loss of fertilizing power of the 
spermatozoa may occur despite the absence of 
any morphologic changes in the seminal fluid. 
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Necrospermia was present in about 10% of 
cases in this series. The cause of this phe- 
nomenon is still conjectural. At times it chal- 
lenges the most painstaking investigations of the 
male sex organs. It is generally attributed to 
the chemical, bacterial or mechanical hostility 
of the secretions of congested and inflammed 
prostate gland and seminal vesicles. 

Modern investigators, however, such as 
Meaker,'* Vose,'* Macomber,!®> Huhner,® et al., 
believe that the significance of this factor in the 
causation of necrospermia is much exaggerated. 

Huhner added fresh gonorrheal pus to the 
semen and found that the activity of the sperma- 
tozoa remained unchanged. I have mixed sperma- 
tozoa of a healthy individual with secretions of 
chronic gonorrheal prostatovesiculitis obtained 
from another patient. I found that transplanted 
sperms live practically as long as they do in their 
normal environment. Every urologist, on numer- 
ous occasions, has observed cases of gonorrheal 
or nonspecific prostatovesiculitis which on mas- 
sage yielded a large number of apparently normal 
and motile spermatozoa. 


According to the present viewpoint, the toxins. 


from diseased prostate and vesicles, like those of 
any other chronic focus of infection, enter the 
blood stream, reach the testes and depress, or 
alter, their spermatogenic function. 

The influence of toxic, infectious, constitu- 
tional and endocrine factors in altering normal 
sperm activity is well recognized. One of my 
patients developed a loss of spermal activity fol- 
lowing an attack of influenza. Up to date—six 
months later—he has not regained it. 

Characteristic of necrospermia is the presence 
of morphologically normal spermatozoa, though 
in diminished numbers. Caution and suspended 
judgment, therefore, are necessary in the attempt 
to interpret this condition when it is accom- 
panied by large numbers of normal-appearing 
sperms. This may be only a physiologic or tem- 
porary phenomenon. Not infrequently, the semen 
of an individual after prolonged sexual con- 
tinence, as after a sexual debauch, will show 
that not only the number of the spermatozoa is 
reduced but even their motility is largely or 
entirely suspended. 

“A patient, M. I.., a man aged 47 years, re- 
quested a premarital test and an examination of 
his semen. He denied having had any sexual 
exposure either of a hetero- or homo-sexual na- 
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ture; or practicing masturbation since his adol- 
He also denied having ever suffered 
disease of, or injury to, his testes. His was a 
clear case of the Oedipus complex. But now, 
as his mother was dead, he contemplated matri- 
mony. Examination showed that his external 
and internal genitalia appeared normal. But his 
semen, obtained by manual friction, showed mor- 
phologically normal, but entirely immotile 
sperms. ‘Three months after his marriage he 
proudly informed me that he was an expectant 
father. 

Collection of seminal fluid. 

Seminal fluid for examination was obtained 
through (1) coitus condomatus; (2) coitus in- 
terruptus, with external emission; (3) prostato- 
vesicular massage and stripping; (4) manual 
friction; and (5) postcoitally, by aspiration of 
the vaginal pool. 

In each‘case I usually employ several methods 
of investigation—at least two. If the findings 
are negative, I repeat the tests in from three to 
five days. It is only rarely that I had to repeat 
the procedure the third time. [I strictly enjoined 
continence for at least a week prior to the ex- 
amination. 

Of the various methods of obtaining the semen 
for examination, the taking of the material from 
the vaginal pool is the least satisfactory one. 
Unless the test can be conveniently made shortly 
after coitus, it is of limited value, as the sperma- 
tozoa are rapidly destroyed by the hostile vaginal 
flora. To be effective, the test should be care- 
fully performed by the technique recommended 
by its author. However, I do not believe that 
the postcoital test—sometimes termed the Huh- 
ner test—is the last word of sterility investiga- 
tion as is claimed by its originator. Yet, the 
majority of clinicians in this country place much 
stress upon it and think that it is essentially in- 
formative. 

External emission or withdrawal, and the 
ejaculation of the semen into a prepared speci- 
men bottle, may not be the most esthetic method 
of collecting this material for examination, but 
it is, nevertheless, a very serviceable one. 

Prostatic massage and vesicle stripping, as a 
method for obtaining and evaluating the semen, 
has definite limitations. In the majority of cases 
dealt with in this study, the spermatozoa were 
not found in the prostatovesicular expressions, 
though they were present in the seminal fluids 


escence,. 
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obtained by manual friction or by other methods. 
Obviously, from this method no information can 
be gained as to the number of spermatozoa or of 
the total volume of the ejaculate. This is be- 
cause that at the orgasm these elements are 
largely augmented by the secretions from the 
testes and epididymis. However in case of im- 
potency, this may be the only available method. 

Manual friction, or masturbation, as a method 
of collecting the specimen for examination, at 
times presents difficulties owing to a strong 
psychological aversion on the part of some pa- 
tients to it. Either they refuse or are unable 
to ejaculate owing to the lack of proper erection. 

The condom is still the most suitable method 
for the procuring of seminal specimens and it is 
as satisfactory as any. Usually I advise my 
patients to prepare the condom in advance by 
washing the preservative powder from its inner 
surface and carefully drying it. I instruct the 
patient to let the specimen stand at room tem- 
perature and to deliver it to my office within two 
hours—and not later than eight hours—after the 
ejaculation. The specimen need not be carried 
at body temperature. The specimen is brought 
in a paper bag, excepting in extremely hot or 
cold weather, when the use of a thermos con- 
tainer is advised. 

For the purpose of determining the effects of 
various degrees of temperature on spermatozoal 
activity, the ejaculates of six young and healthy 
men, whose semen specimens I had previously 
examined and found normal, were pooled. I 
divided them into six equal parts of about 3 cc. 
each and placed them into six sterile test tubes. 

Tube 1 was incubated at 98.6 F. 

Tube 2 was incubated at 102.2 F. 

Tube 3 was incubated at 112 F. 

Tube 4 was incubated at 96 F. 

Tube 5 was kept at room temperature 77 I. 

Tube 6 was refrigerated at temperature 46.4 F. 

The effect of temperature upon semen is rec- 
orded in the following chart: 

Chart 10. The Effect of Temperature Upon 
the Semen. 

Duration of Motility of the Spermatozoa: 
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COMMENTS 


The optimal temperature for the spermatozoa 
is a few degrees below the body temperature. 
Any elevation, even slightly above the body 
temperature, impairs their vitality and, in a 
short time, renders them motionless. At room 
temperature about 10% of the spermatozoa re- 
mained feebly motile up to 36 hours. It is 
held by some that spermatozoa that are unable 
to survive eight hours at room temperature are 
definitely lacking in fructifying power. 

However, I have encountered specimens of 
semen from men with proven good breeding 
records which at room temperature showed dead 
sperms only after from five to six hours after 
emission. On refrigeration at 47 F., they ex- 
hibited sluggish motility up to 18 hours. After 
that, on being warmed up, about half of them 
became motile. 

SUMMARY 


Observations of seminal examination of 150 
men who were supposedly sterile are here pre- 
sented. 

Causal relationship between sterility and gon- 
orrhea is emphasized. Of 105 patients with 
the history of antecedent neisserian infection, 56 
gave histories, or presented evidences, of com- 
plicating bilateral epididymitis. Sperm exam- 
ination of these patients showed azoospermia in 
38.4% instances; oligospermia in 26.8% ; necro- 
spermia in 5.3% ; and normal spermia in 28.5%. 
An examination of the entire series of 150 men 
showed a total loss of fertility in 40% and a 
partial loss in the additional 16.9% of cases. 

The effect of various temperatures on the 
spermatozoa were also studied. Spermatozoa 
live longer and thrive better at room tempera- 
ture than at body temperature. A temperature 
higher than that of the body is inimical to their 
life and activity. Low temperature inhibits the 
activity of the spermatozoa but it conserves their 
energy. High temperature increases their ac- 
tivity but dissipates their inherent energy. 

185 N. Wabash Avenue, Chicago, I]. 


Tubes: 15 Min. 30 Min. Leis, 2 Hrs. 4 Hrs. 8 Hrs. 12 Hrs, 18 Hrs. 24 Hrs. 36 Hrs. 

1.98.6F Highly Motile Sluggish Dead 

2.102.2F Active Sluggish Dead 

3.112F. Dead 

4.96F. Highly Motile Slight Dead 

a.778 Highly Motile Slight 
Slight Dead 


6.46F. Highly Motile 
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PSYCHOSIS DUE TO EXOGENOUS 
TOXINS—MARIHUANA 


MarJoriE Nessitt, M. D. 
Chicago State Hospital 


CHICAGO 


Recently, marihuana smoking in the United 
States has attracted the attention of psychia- 
trists, judges, prosecutors and educators. 

At present it is estimated that there are more 
than one hundred thousand marihuana addicts 
in the United States, majority of whom are of 
high school age. 

HisroricaAL: What is marihuana? It circu- 
lates under many aliases. It may be identified 
locally as reefers, loco weed, or Mary Wanner 
etc. But all these are merely New World terms 
for an Old World drug with a record for crime, 
brutality and insanity as old as history. Mari- 
huana, is a Mexican term for the dried flowers 
and leaves of cannabis sativa, the commercial 
hemp plant. In Asia the plant is known as 
cannabis indica, and the narcotic derived from 
it is called hashish. In India it is smoked in 
cigarettes, or the resin is picked off and rolled 
into pellets which are swallowed as such, or it 
can be mixed with sugar and eaten as candy. 
Cannabin, the narcotic of marihuana, is a drug 
with a reputation for evil which is equally as 


Read before Physicians’ Association, Illinois State Medical 
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impressive as that of opium. In the New World 
the effects of the drug are obtained almost en- 
tirely through smoking the dried leaves and 
flowers of the plant. 

PuysioLogy AND SYMPTOMS OF MARIHUANA 
Smoxine. And what are the effects of mari- 
huana on the human system? The medical pro- 
fession has been unable to reach any agreed 
conclusions regarding the physiological action of 
it on the human system. It has never been 
proved that a devotee of the drug suffers the 
same as a morphine addict when he is deprived 
of the drug, i.e., there is no addiction to it like 
there is in morphine. It is almost impossible 
to predict the immediate effects of the drug on 
any individual. A small dose, i.e.,? two or three 
cigarettes, may bring about intense intoxication, 
raving fits, criminal assaults. Another subject 
can consume large amounts without experienc- 
ing any reaction except becoming stupified. It 
is this uncertain effect which makes marihuana 
one of the most dangerous drugs known. Doc- 
tors can prescribe with great accuracy the use 
of morphine for the relief of pain, predict its 
action and describe the phenomenon of morphine 
addiction, however, no prediction can be made 
as to the effect of even one marihuana cigarette, 
for it has happened that even this small dose so 
violently upset one individual until he had a 
constant urge to kill the members of his family. 

Certain physical effects appear to be present 
in the majority of cases of marihuana intoxica- 
tion. The first bodily reactions appear an hour 
or so after taking it, in the form of muscular 
trembling, heart beat is increased, and pulse is 
accelerated; there is a ringing in the ears, an 
intense feeling of heat in the head, dizziness, 
and sensations of cold in the hands and feet. 
Constrictions in the chest, dilation of the pupil, 
and muscular contraction follow. These physical 
reactions increase in intensity until either 
vomiting or complete stupefaction occurs, and 
then the individual goes into a restless sleep. 
Others react differently towards equal doses of 
this narcotic, depending on his racial, physiolog- 
ical and emotional constitution and on the 
amount of the poisonous resin contained in the 
marihuana he uses. 

The mental effect is much more variable, since 
the emotions and imaginations are stimulated. At 
the present time, the experiences of the subject, 
rather than the testimony of psychiatrists, form 
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the® only basis for a description of marihuana 
delirium. Although the drug acts on the entire 
nervous system, it is the higher nerve centers 
that are affected, i.e., they are depressed, with 
the result that normal restraint centers are 
affected first and the individual loses all power 
to control his behavior. With the restraint center 
paralyzed one loses the power to refuse, thus 
responds. readily to suggestion from others. 
Persons intoxicated by marihuana are said, in 
their language to be “floating,” or “high.” In 
this condition their ego becomes greatly magni- 
fied. To them, nothing seems impossible. They 
feel that they are the master of every situation, 
of every individual. Sound, time and space lose 
their values. Minutes drag on as hours; ordi- 
nary sounds seem as reverberations of thunder; 
the very room they occupy appears limitless. 
With senses thus acute, erotic visions are often 
aroused. Consequently there are numerous 
cases on record to prove that revolting sex 
crimes, often involving children are committed 
by persons high on marihuana. But most dan- 
gerous of all is the man under the influence of 
marihuana at the wheel of an automobile. His 
illusion of time and space destroys his judgment 
of speed and distance. When eighty miles an 
hour seems only twenty, he is capable of leaving 
a trail of fatal accidents in his wake. 

The most harmful anti-social effects of the 
drug’s action occur during the later stages. The 
emotional excitement leads to uncontrollable 
irritability and violent rages, and the subject is 
now under a form of “artificial madness”; the 
individual may become maniacal or be in a 
terrible state of temporary insanity that has 
recently caused several horrifying murders in 
this country. While suffering such delusions a 
high school boy murdered an entire family while 
they slept. Apprehended by officers with a 
bloody ax in his hand‘ he asked for protection, 
declaring that someone was attempting to kill 
him. Later he admitted that he was a mari- 
huana addict and that he was high at the time 
of the murders. Another lad, while under the 
influence of this drug, shot down the person he 
later admitted was his best friend. “I don’t 
know why I did it,” he said. “I was high on 
reefers, and something told me to kill him. I 
went home and got a revolver and shot him.” 

Who is responsible for the introduction of 
marihuana into the United States? The smok- 
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ing of marihuana was introduced into the states 
a few years ago by Mexican laborers. Since 
then the practice has spread rapidly to every 
state in the Union. There are over 200,000,000 
users in the world, according to Lawrence Kolb, 
Assistant Surgeon General of the U. S. Public 
Health Service. He states that in the United 
States the drug is used mostly by unstable 
people, but it appears to be a well founded be- 
lief that many persons with normal nervous 
constitutions indulge in it occassionally. Some 
indulge sporadically for somewhat the same 
reason that some people get drunk on Saturday 
night or to celebrate on special occasions. 


That the fight against marihuana is not 
merely the work of alarmists is shown in the 
report of the Federal Department of State to 
the League of Nations Advisory Committee on 


Narcotics. The report states in part: 


Addiction to marihuana, which was formerly 
confined largely to the Middle West and South- 
west, appears to be spreading. It has now be- 
come a problem in the Southwestern and North- 
eastern parts of the United States. A discon- 
certing development in quite a number of states 


is found in the apparently increasing use of 
marihuana by the younger element in the 
larger cities. Taken in sufficient quantities, 
marihuana produces an almost immediate lust, 
complete irresponsibility and a tendency toward 
wilful violence. Those who are habitually ac- 
customed to use cannabis frequently develop 
delirious rage after its administration, during 
which® they are temporarily, at least, irrespon- 
sible and liable to commit violent crimes. The 
prolonged use of this narcotic is said to pro- 
duce mental deterioration and eventually in- 
sanity. 

According to Bromberg, there are two classes 
of mental reactions following the use of mari- 
huana, namely the class that becomes acutely 
intoxicated and the other where the prolonged 
intoxication leads to a temporary psychosis. 
The acutely intoxicated individual may become 
psychotic from smoking one to four cigar- 
ettes, after an interval of one-half to five 
hours. But regardless of the manner’ in which 
it is taken, marihuana is a dangerous drug. It. 
is more intoxicating than alcohol and the abu- 
sive use of it is more likely to lead to insanity 
than the abusive use of alcohol, and possibly also 
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of cocaine. It is much more harmful in these 
respects than opium, but addiction to it does 
not bring about physical dependence as does ad- 
diction to opium. The opium addict when de- 
prived of his drug suffers from intense physical 
symptoms until his body functions are re- 
adjusted to abstinence, but the marihuana ad- 
dict deprived of his drug merely has a hanker- 
ing for it; he does not suffer physical pain. Be- 
cause of the seductive ease produced by opium 
and the physical dependence brought about by a 
short period of indulgence in it, users of this 


drug are much more likely to become chronic ad- 


dicts than users of marihuana. 

Marihuana produces a peculiar intoxication 
somewhat similar to, but more fantastic than, in- 
toxication from alcohol. The devotee takes it pri- 
marily for the intoxication, but the drug also 
releases inhibitions and, as with all drugs that 
have this effect, stupefaction is the final result. 
When marihuana smoke is inhaled the subject 
becomes hyperactive and anxious; he has vague 
fears and may even fear death® and become pan- 
icky; this is quickly followed by a feeling of 
calm, ease, and elation. He becomes talkative 
and is filled with a vivid sense of happiness. His 
limbs feel light, his legs and arms may seem to 
be lengthened and his head much larger than he 
knows it to be. Sense perception is increased so 
that colors look brighter, sounds are clearer, sen- 
sations are more vivid, and things in general 
are more beautiful and more interesting than 
they were before, but they may seen unreal and 
terrifying; hallucinations of sight are common. 
Thoughts come quicker and the subject feels 
that he can see to the bottom of things and solve 
problems much better, when as a matter of fact 
he is usually less efficient, but some musicians 
who indulge claim, with some show of reason 
and credibility, to have an increased sense of 
rhythm and beauty with consequent ability to 
produce better music. Because of the rapidity 
of thought it may seem to the subject that he 
has lived hours in the course of a few minutes. 
He may become hilarious and noisy, and finally 
dangerous. In some the sex impulse seems to 
be aroused, probably because the sexual object 
appears more attractive than before. All of this 
ends in sleep, and the patient wakes up the next 
day apparently no worse off for his experience. 

Continued use of the drug causes insanity in 
many cases but very unstable persons may have 
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a short psychotic episode from only a few doses. 
The insanity may be of several different types, 
although most patients eventually recover when 
the use of the drug is discontinued; however 
there is a form of dementia caused by it from 
which recovery does not occur. In some of the 
severe cases the drug has apparently acted as a 
precipitating cause in persons who were strongly 
predisposed to mental disease. Insanity due to 
marihuana is rare in the United States, but 
common in the Eastern countries where the drug 
ig used excessively. It has been stated that about 
25 per cent. of the cases in mental institutions 
in Egypt and India are due to marihuana, ac- 
cording to Dr. L. Kolb. He also states that 
the excessive use of marihuana will certainly 
cause some persons to commit crimes, but the 
prevalent opinion that anyone who smokes a 
marihuana cigarette and becomes intoxicated 
by it will have criminal impulses is an error. 
Marihuana is in this respect like alcohol, but 
probably somewhat more dangerous because of 
the peculiar sensations and hallucinations pro- 
duced by it. It releases inhibitions and distorts 
the judgment, and the criminally inclined per- 
son with no inhibitions and distorted judg- 
ment, is likely to convert his criminal im- 
pulses into action, but the normal person who 
becomes intoxicated with marihuana is like the 
normal person who becomes intoxicated with 
alcohol, likely to be a nuisance to himself and 
to others but not dangerous. 

The active principle of the plant, cannabinol, 
chiefly affects the cerebrum and excessive use 
results in what is known as cannabism. The 
plant may be chewed, smoked or brewed. The 
smoke which is always inhaled is retained much 
longer than is the custom in cigarette smoking. 
Price ranges from ten cents each to two for 35 
cents. The odor given off is said to be rather 
distinctive. 

At first, as stated previously, the patient loses 
his power to fully control his thoughts and ac- 
tions. He becomes distracted, is aware of in- 
creased power and energy, and as the indulgence 
continues, illusions become common, and faces 
of others often take on grotesque expressions. 
The individual may become delirious. The pre- 
dominating characteristics of the patient become 
magnified, for example; the genial man grows 
more fond of his fellows, the quarrelsome one® 
becomes more quarrelsome; the timid one more 
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fearful and the criminal is more bold. Exag- 
geration is the rule, so that the plainest food may 
taste delicious and hearing may be painfully in- 
tensified. Perception is disturbed in the matter 
of time and space; minutes seem hours and 
hours days; to pass over au twig a long step 
ora Jump may be taken, Sensations of pain and 
touch are diminished, and the pulse rate is in- 
With the full return of consciousness 
Mari- 


creased. 
no subsequent ill effects are experienced. 
huana is a diuretic and its use induces hunger. 
Since the craving that accompanies alcohol and 
morphine addiction are not present, indulgence 
can be easily discontinued. here are no known 
fatalities. Marihuana is said to be a source of 
inspiration for some writers, painters and other 
artists. 

Dr. H. C. Wood gave a vivid description of his 
personal experience after taking a large dose ot 
cannabis indice extract. The first manifestation 
was noticed several hours after, while in the 
house of a patient during the writing of a pre- 
scription; he seemed entirely oblivious of his 
surrounding; then catching himself, he apolo- 
gized for what to him seemed a tremendously 
long time, but the patient assured him he had 
only been there a few minutes. Returning home, 
he found himself somewhat excited and with an 
inward feeling of joyousness. Physical fatigue 
was banished. Indea after idea raced through 
his mind. Self control was lost, he laughed and 
made funny gestures. His iegs felt numb, his 
mouth dry, the pulse was 120, and becoming 
alarmed, he summoned a fellow practitioner ; 
seeing the physician approaching, Dr. Wood ob- 
served that he seemed a vast distance away 
and a long time coming toward him. His 
legs felt heavy and pinching them caused no 
pain. There were periods when he seemed un- 
conscious though it was possible for him to be 
aroused. A disturbing feeling of personal an- 
fagonism between himself and his* will power 
was experienced. Double 
present—a feeling that he was himself and some- 
one else at the same time. There were no hal- 
lucinations and no aphrodisiac reactions. Uri- 
nary secretion was markedly increased. About 
eight hours after ingestion, he went to bed and 
awakened in the morning with a clear mind, 
though soon after, and from time to time dur- 
ing the day, there were brief fragmentary ex- 
periences similar to those of the night before. 


consciousness was 


MARJORIE NESBITT ; 281 


Except for a marked anesthesia of the skin all 
day, there were no unpleasant after effects, 


PSYCHOSIS DUE TO-EXOGENOUS TOXINS—- 
MARIHUANA 


VONCLUSION 
The exact action of marihuana is unknown 


at the present. time. So far, it can be safely 


stated, that there is no predisposition to either 
a dementia praecox or manic-depressive make-up 
before the patient indulges in marihuana. These 
individuals are usually of a carefree, thrill-seek- 
ing type. 

Marihuana is not habit forming in the same 
sense as opium and its derivatives. It is more 


like the smoking habit. There is a psychologi- 
cal dependence but no physiological dependence, 
Naturally, the longer marihuana is used the 


poorer the prognosis. Conversely, the shorter 
period of its use the better the prognosis. 

I am indebted to the following for their whole hearted coop- 
eration, in obtaining the above material: 

Mr. H. J. Anslinger, Commissioner of Narcotics, Washing- 


ton, D. C. 
Dr. Edward F. Dombrowski, Managing Officer, Chicago 


State Hospital, Chicago, Illinois. 

Mayor Edward J. Kelly, Chicago, Illinois. 

Lieut. Wm. J. Cusack, Director of Narcotics, Chicago, LI. 
bois. 
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DISCUSSION 


Dr. Milton Goldberg, Manteno: I want to make 
reference to a point Dr. Nesbitt mentioned which is 
worthwhile stressing. We see very few of these 
patients in state hospitals because the most prominent 
symptom is due to intoxication. We had a couple of 
cases in this last six months where marihuana seemed 
to be a precipitating factor; both patients were young 
and both came in with symptoms of an acute schizo- 
phrenic reaction. Both of them cleared up rapidly with 
metrazol. 

Another point to be emphasized is that marihuana 
apparently does not give enough of a kick to the true 
psychopaths who, even if they start with marihuana, 
soon change to another type of intoxicant, usually 
morphine or cocaine. 

Dr. Marjorie Nesbitt, Chicago (in closing): What 
I want to say and emphasize is that marihuana itself 
does not cause dementia precox or manic-depressive 
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psychosis or any other mental pathologic picture. It 
is not the cause; it may stimulate it and incite the 
condition. If an individual who had a dementia praecox 
takes marihuana, those symptoms will come out much 
sooner than without marihuana, but it is not the mari- 
huana which causes the dementia per se. 





MODERN CONCEPTS OF OBESITY 
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Textbooks usually divide obesity into two 
types, endogenous and exogenous. . The first 
type arises from some glandular disturbance, 
while the second is due to dietary excess. A 
third type of obesity which has received some 
emphasis lately is the cerebral variety in which 
lesions of the nervous system, chiefly the hypo- 
thalamus, lead to accumulation of fat. This is 
often considered under the endogenous form. 

True endocrine obesity is, however, relatively 
rare, contrary to earlier teachings. A diagnosis 
of endocrine disturbance on the basis of adiposity 
is not uncommon, but strict scientific data in 
support of such diagnoses are significantly lack- 
ing. Often the diagnosis of pluriglandular dis- 
ease is made simply because of excess fat de- 
position on the hips and trunk, especially when 
associated with menstrual disorders. Actual 
proof of metabolic tests, hormonal assays or 
other objective evidence remains to be demon- 
strated in most of these conditions. One should 
realize that the hips and trunk are the most 
common sites of fat accumulation in normal 
persons on an overabundant diet. However, 
this fact is ignored when a patient is first seen 
with these fat accumulations, owing to the strong 
resemblance of these patients to those who have 
endocrine disorders. It is a serious mistake to 
suspect any obese person of having an endocrine 
disorder unless a definite glandular dysfunction 
can be demonstrated to have preceded the obesity. 
In this respect it should be remembered that 
obesity per se can induce ovarian dysfunction 
such as amenorrhea, dysmenorrhea and hyper- 
menorrhea. These conditions disappear after 
reduction of weight alone. 


ENDOGENOUS OBESITY 


Pituitary. In experimental animals, removal 
of the pituitary does not result in adiposity. 
Clinically patients with absence of pituitary 
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function (Simmonds’ disease) are emaciated. It 
is difficult, therefore, to conceive of a lowered 
activity of the pituitary (hypopituitarism) as 
being the cause of obesity, which has frequently 
been suggested. It is true that extracts of the 
anterior lobe have been prepared which have an 
action in mobilizing fat in the liver and induc- 
ing ketosis. These extracts contain the so-called 
ketogenic factor or fat metabolism hormone. 
Therefore it may be that an altered secretion of 
this factor leads in some way to fat deposits 
which are moved with difficulty, but the evidence 
at hand for this hypothesis is at present in- 
sufficient and awaits confirmation. 

The popular habit of holding the pituitary 
responsible for obesity is due to the well known 
but too frequently diagnosed Fréhlich’s syn- 
drome. In this disorder there are fat accumula- 
tions about the hips, trunk, breast and mons 
veneris but little on the extremities. There is 
also gonadal infantilism in these cases. It is 
conceded by most authorities, however, that this 
is not a pure glandular disease but is usually 
associated with neurologic lesions of the hypo- 
thalamus. This disease can be induced experi- 
mentally by producing injury to the hypo- 
thalamus or infundibulum. Many boys with un- 
descended testes have been considered to have 
Froéhlich’s syndrome. Many of these boys ma- 
ture normally, however, and the medication pre- 
scribed by the physician often receives the credit 
for the successful metamorphosis. 

True pituitary obesity is seen in Cushing’s 
syndrome or basophilism. The adiposity in these 
cases is not marked. It is prominent about the 
girdle region, developing rapidly so as to stretch 
the skin to form striae. This is quite painful. 
Certain adrenal cortical tumors produce obesity 
similar to that found in this condition. The 
multiplicity of other symptoms such as gonadal 
disorders, hypertension, polycythemia and osteo- 
porosis leaves little doubt as to the diagnosis. 


Thyroid. The thyroid gland has been consid- 
ered the source of innumerable cases of obesity. 
Actually, it is seldom the offender. It is true 
that hypothyroidism may result in increase in 
weight, but this consists chiefly of accumulation 
of fluid in the tissues. In severe cases of hypo- 
thyroidism fat depositions on the neck and 
shoulders may take place, but the incidence is 
relatively low. It is common practice to subject 
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obese patients to a basal metabolic test. If the rate 
is low, the physician is likely to feel that the pa- 
tient has a hypothyroid form of obesity. It should 
be remembered that basal metabolism tests in 
obese patients are often false because they show 
a lower result than the actual basal rate. The 
basal rate as usually determined is the average 
ratio of oxygen consumption between the rela- 
tively inert fatty depots and the other more 
actively metabolizing tissues of the body. It is 
seen, therefore, that to make up the average, 
the muscles, liver, heart and other organs are 
in fact working at a higher rate than normal 
even though the average may seem low. When 
basal metabolism tests are calculated on ideal 
weight, most obese patients have high basal 
rates and few have low ones. It is readily seen 
that thyroid therapy actually aggravates an al- 
ready increased activity of vital tissues. Since 
the obese patient is overworking at rest, the 
actual energy output of an active, overweight 
patient is still in great excess of normal owing 
to the added weight load. It is therefore a dan- 
gerous procedure to administer thyroid to such 
an overworked individual. Definite symptoms of 
hypothyroidism must be present before the 
obesity can be attributed to this condition. Skin, 
hair, cardiac and mental changes should be in- 
vestigated for this purpose. 

Gonads. There are few scientific data to in- 
dicate that removal or underfunctioning of the 
gonads is responsible for obesity. Clinical ob- 
servations have led some physicians to conclude 
that lack of ovarian function leads to physical 
inactivity with the subsequent deposition of fat. 
Instances have been reported in which the adi- 
posity following ovariectomy is localized to the 
buttocks and thighs, but these cases are rare. 
It is safe to say that the gonads have little direct 
effect on obesity. 

Water Retention. Some clincians claim that 
overweight may be due to retention of water 
in the tissues. The appearance of a patient 
with water retention is similar to that of a 
patient with ordinary obesity. The etiology is 
unknown. The condition has been described as 
the reverse of diabetes insipidus. 

Other Factors. The ease with which some pa- 
tients gain weight and the difficulty with which 
they lose it has led some observers to suggest 
that certain forms of obesity may be due to dis- 
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turbances in the transportation of fat. It is the 
contention of these authorities that much of 
the food ingested is rapidly swept as fat into 
the fat depots and locked there. An abnormal 
fat-mobilizing mechanism does not allow the fat 
to return to the blood stream except relatively 
slowly. It has been suggested that this type 
of obesity may be related to a lack of secretion 
of the ketogenic or fat metabolism pituitary 
hormone. 


Cerebral Obesity. There is little doubt that 
certain lesions of the brain may result in severe 
adiposity. The condition has been produced ex- 
perimentally by injuring the hypothalamus or 
infundibulum. It has been observed clinically 
in patients with tumors near the pituitary, fol- 
lowing attacks of encephalitis, chorea or other 
forms of brain injury. The exact mechanism is 
not known, but the evidence at hand warrants 
the conclusion that there may be a nervous con- 
trol of the fat mobilization mechanism. 


EXOGENOUS OBESITY 


Undoubtedly most obese persons are relatively 
normal from an endocrine or metabolic stand- 
point. They simply eat more food than the body 
can expend in the form of energy and hence 
store it. 

However, some people are thin although they 
eat voraciously, while others remain fat on a 
moderate diet. It is the balance between food 
intake and energy expenditure which determines 
the storage of fat and not the absolute amounts 
of food eaten. The thin person, even though 
eating a relatively large amount of food, is 
usually quite active, even when supposedly at 


rest. This type of person fidgets continuously 


and has many unconscious motions. He is unable 
to relax completely. The person who tends 
toward obesity, on the other hand, is completely 
at rest a good part of the time and is thrifty with 
his energy. This type of patient loses weight 
only on strenuous dieting. 

The fat distribution from overeating may 
simulate almost any form that is ascribed to the 
endocrine disturbances mentioned previously, 
and for that reason caution should be used in 
diagnosing endocrine dysfunction on the basis 
of fat distribution. The presence of ovarian dis- 
turbances should not mislead the physician in 
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this regard, since these may occur secondarily to 
the adiposity. 

Obesity is not a simple disease, although the 
mechanism is often elementary. If one investi- 
gates why patients overeat, one is amazed at the 
variety of causes for this performance. Social, 
economic and psychic factors play important 
roles in this respect. Some people overeat owing 
to being reared in an environment where food is 
eaten in large amounts and where good judg- 
ment regarding table manners is lacking. Poor 
people tend to overeat because of their back- 
ground in which food is such an all-important 
and vital element in their lives. Certain psychic 
patterns are often responsible for overeating. 
This may vary from an escape mechanism for 
mental conflicts to the psychiatric disturbance of 
bulimia. In the latter condition, appeasement of 
appetite is not obtained, no matter how frequently 
or how much food the patient eats. This has 
been explained as a form of anhedonism in which 
there is an inability to obtain satiation of sensory 
desires. Many people who derive enormous 
pleasure from eating often lack other interests 
in life or have a great deal of idle time. \An 
interesting form of overeating is frequently seen 
in young women who retreat behind the wall of 
obesity as an escape from competition for mascu- 
line attention. In this way there is established 
a subconscious alibi for not being attractive to 
men. \Many other interesting psychologic fea- 
tures may be noted if looked for by the psysician. 
In one case I observed, a young girl gained 
rapidly to 240 pounds as a means of “getting 
even” with her mother who married again soon 
after the girl’s father died. The girl took this 
means of demonstrating her hostility to her 


mother because she knew it embarrassed her. 


mother considerably to have such a fat daughter. 
TREATMENT 

There is hardly a condition in medicine to 
which can be more appropriately applied Shakes- 
peare’s, “If to do were as easy as to know what 
were good to do, chapels had been churches and 
poor men’s cottages princes’ palaces.” Everyone 
knows that to reduce one must eat less, but it is 
usually difficult to follow this teaching. The 
habit of eating is often so strongly entrenched 
as to resemble an addiction comparable to the 
use of tobacco, alcohol, narcotics or other habit 
forming drugs. 
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One of the most important means of causing 
an obese patient to reduce is to demonstrate a 
definite advantage or incentive for this action. 
In young girls the cosmetic and social aspects 
of an attractive figure should be stressed. In 
elderly people, the dangers of overweight to the 
cardiovascular system should be disclosed. Men 
are quite responsive to the argument that life 
insurance companies refuse to grant insurance 
to obese individuals and that the longevity tables 
indicate the improbability of ripe old age to fat 
people. Children are frequently difficult to deal 
with because of their inability to comprehend the 
seriousness of these arguments and their relative 
lack of control over strong animal impulses. 

The important element in reduction of weight 
is to lower the level of food intake below the 
amount necessary to maintain body weight. 

This is also true of the endocrine or cerebral 
types of obesity. Except for the clearcut hypo- 
thyroid case in which thyroid extract is given, 
dietary restriction is the main treatment. Cer- 
tainly cultivation of new food habits is the only 
method of gaining permanent effects. There is 
little to be gained by stimulating metabolism 
artificially for a short time, since weight is re- 
gained after cessation of treatment if the pa- 
tient’s food habits remain the same. 

It is worth while investigating the psychologic 
causes for overeating, since once they are pointed 
out to the patient they may be avoided more 
readily. In this respect, the physician must 
assume the role of the psychoanalyist. 

55 East Washington Street. 





WHETHER WE CONSIDER TUBERCULOSIS 
and many other diseases which appear more frequently 
in the workers as non-industrial, partly industrial, or 
having no relation to industry, any means that de- 
creases their incidence among workers also decreases 
the occurrence of disease among the general popula- 
tion. This is particularly true of tuberculosis. Ohio 
Indus. Hyg. Bull, Sept., 1939. 





COMMUNICABLE DISEASE CONTROL IN 
SCHOOLS must be a cooperative activity of the prac- 
ticing physician, the school medical staff and the health 
officer. Protection of the public health can be provided 
only if each utilizes to the fullest possible extent, tested 
methods of control and maintains a receptive but crit- 
ical attitude toward proposed activities in this field.— 
Stebbins, Ernest L., N. Y. State Med. Jour., Dec., 1939. 








Ma 


IS 
tly 

or 
de- 
ses 
la- 
hio 








March, 1940 


Society Proceedings 





COMING MEETINGS 


March 12—Lake County Medical Society, Abbott 
Laboratories, North Chicago, 8:00 P. M. Dr. Stanley 
Gibson, “Heart Disease in Childhood.” 

March 12—Effingham County Medical Society, Ben- 
wood Hotel, Effingham, 6:30 P. M. Dr. Harvey S. 
Allen, “Hand Infections” with motion pictures. 

March 12—Bond County Medical Society, Thomas 
Hotel, Greeneville, 7:00 P. M. Dr. Craig Butler, “The 
Premature Infant” and Dr. W. C. Scrivner, “The 
Management of Obstetric Hemorrhages.” 

March 12—Knox County Medical Society, Galesburg 
Club, Galesburg, 6:30 P. M. Dr. Henry Buxbaum, 
“Prolonged Labor.” 

March 13—Coles-Cumberland County Medical So- 
ciety, Mattoon, 6:30 P. M. Dr. George L. Drennan, 
“Rheumatic Heart Disease.” 

March 13—McDonough County Medical Society, 
Lamoine Hotel, Macomb, 6:15 P. M. Dr. Guy Van- 
Alstyne, “Biliary Tract Surgery.” 

March 14—Whiteside County Medical Society, John- 
son Tea Room, Sterling, 6:30 P. M. Dr. Clifford J. 
Barborka, “Medical Management of Gall Bladder 
Disease.” 

March 15—Will-Grundy County Medical Society, 
Louis Joliet Hotel, Joliet, 12:00 noon. Dr. Harry A. 
Oberhelman, “Surgical Diseases in Diabetes.” 

March 19—Fayette County Medical Society, Evans 
Hotel, Vandalia, 6:30 P. M. Dr. Richard Paddock, 
“Safe Methods of Obstetric Anesthesia and Analgesia.” 

March 22—Will-Grundy County Medical Society, 
Louis Joliet Hotel, Joliet, 12:00 noon. Dr. Sidney 
Portis, “Non-Specific Ulcerative Colitis.” 

March 27—Christian County Medical Society, Tay- 
lorville, evening. Dr. W. M. Whitaker, “The Allergic 
Child.” 

March 28—Macoupin County Medical Society, after- 
noon, Skin Clinic and evening meeting with Dr. L. F. 
Weber, moving picture films. 

March 28—Montgomery County Medical Society, 
Litchfield, clinic at St. Francis Hospital, followed by 
dinner and speaker, Dr. Loyal Davis. 

Aprii 1—Mason-Menard County Medical Societies, 
Masonic Hall, Mason City, 7:30 P. M. Dr. Philip 
Schneider, “Vomiting of Pregnancy” and Dr. Clifford 
Grulee, “Feeding Problems.” 

April 3—Schmitt Memorial Hospital, Beardstown, 
6:15 P. M. Dr. Stanley Gibson, “Rheumatic Heart 
Disease in Children.” 

April 5—Will-Grundy County Medical Society, 
12:60 Noon, Louis Joliet Hotel, Joliet, Dr. I. Pat 
Bronstein, “Endocrine Disturbances in Infancy and 
Childhood.” 

April 9—Effingham County Medical Society, 6:30 
P. M., Benwood Hotel, Effingham. Dr. K. Rose, 
“Urology.” 

April 9—Bureau County Medical Society, evening 
meeting and dinner. 

April 10—McDonough County Medical Society, 6:15 
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P. M., LaMoine Hotel, Macomb. Dr. Lindon Seed, 
“Tumors of the Neck.” 

April 12—Will-Grundy County Medical Society, 
12:00 Noon, Louis Joliet Hotel, Joliet. Dr. John R. 
Ballinger, “A Brief on Medico-Legal Law.” 

April 12—Jersey-Greene County Medical Societies, 
Colonial Hotel, Jerseyville, 6:30 P. M. Dr. W. J. 
Dieckmann, “Vanishing Toxemias of Pregnancy” and 
Dr. Julius Hess, “The Premature Infant.” 

April 18—The third post-graduate conference spon- 
sored by the Illinois State Medical Society will be held 
at Dixon, Illinois, beginning with a buffet luncheon 
at the State Hospital, Dixon, 12:30 P. M. The pro- 
gram will be presented by men from Illinois, Wiscon- 
sin, Iowa, Missouri and Michigan. Doctors of north- 
ern Illinois are cordially invited to attend. 





Marriages 





S. Cuartes Freep to Miss Shirley Kolinsky, 
both of Chicago, February 11. 

CHARLES A. GUTZMER to Miss Florence Kath- 
ryn McArty, both of Shelbyville, Ill., Dec. 31, 
1939. 

JosEPH M. Rupa to Miss Florence Rudzinski, 
both of Chicago, Nov. 23, 1939. 

E.iswortH H,. TAaNNEYHILL, Chicago, to 
Miss Eleanor Meyer, of Mount Olive, Ill., in 
November, 1939. 

Etwyn 8S. SHonyo, Elgin, Ill, to Miss La 
Von Abraham, of Chicago, January 13. 





Personals 





Dr. J. P. Greenhill, February 21, addressed 
South Bend Medical Society on “Endocrinology 
in Gynecology.” 

Dr. Alan R. Moritz, professor and head of 
the department of legal medicine, Harvard Med- 
ical School, Boston, delivered the sixteenth 
Ludvig Hektoen lecture of the Frank Billings 
Foundation of the Institute of Medicine of Chi- 
cago, February 23, on “Medical Science and the 
Administration of Justice.” 

Dr. Joseph C. Beck has been appointed asso- 
ciate dean of education at the Illinois Eye and 
Kar Infirmary and will devote half his time to 
supervision of graduate courses. Dr. Peter C. 
Kronfeld was recently appointed full time dean 
of education at the infirmary. 

January 25, Drs. Ralph A. Reis and Harold 
J. Noyes, Chicago, discussed “Management of 
the Puerperium and Its Complications” and 
“Present Status of Dental Caries from the 
Standpoint of Knowledge of Etiology, Treat- 
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ment and Dental Caries as an Index of Nutri- 
tional Adjustment” respectively. 

A public lecture, sponsored by the Chicago 
Medical Society and the Chicago Heart Asso- 
ciation, was delivered on February 7 by Dr. John 
H. Musser, professor of medicine, Tulane Uni- 
versity of Louisiana School of Medicine, New 
Orleans, on “The Growing Importance of Cor- 
onary Disease.” 

Dr. Ernest E. Irons was chosen president of 
the Society of Medical History of Chicago, Jan- 
uary 31; other officers are Drs. George H. Cole- 
man, secretary-treasurer ; Morris Fishbein, editor 
of the Bulletin, and the following councillors: 
Ludvig Hektoen, James B. Herrick, William A. 
Pusey, David J. Davis, James P. Simonds and 
Arthur F. Abt. 

Dr. Meyer Brown addressed the Madison 
County Medical Society on March 1, subject 
“Headaches Including Migraine.” 

Dr. Carlo 8S. Scuderi gave a paper on “Newer 
Ideas of Colles Fracture” before the Will- 
Grundy County Medical Society on March 1. 

Dr. Louis J. Tint gave a lecture illustrated 
by photographs in natural color entitled “To 
and Through Alaska” at the Chicago Academy 
of Sciences Sunday afternoon, February 4. Dr. 
Tint introduces a new series of his superb photo- 
graphs for which he is well known in Chicago. 

Dr. H. C. Hesseltine gave a paper on “Uro- 
logical Conditions in the Obstetrical Patient” 
before the Jersey-Greene County Medical So- 
cieties on February 9. 

Dr. L. F. Weber addressed the Lake County 
Medical Society on “Common Skin Diseases,” 
February 13. 

Dr. Henry Irish was invited to speak on “Use- 
ful Drugs in Infants” before the McDonough 
County Medical Society, February 14. 

Drs. Frederick R. Schmidt and Italo F. Volini 
presented the program for the February 15 
meeting of the Henry County Medical Society 
at Kewanee. Their subjects were “Common Skin 
Diseases” and “Pneumonia.” 

Dr. Eugene F. Traut gave a paper on 
“Migraine, Its Treatment” before the Will- 
Grundy County Medical Society on February 16. 

Dr. Arno Leshin was invited to address the 
Elkhart Indiana County Medical Society on 

“March 7, in Elkhart. Subject, “The Manage- 
ment of Facial Injuries and Jaw Fractures.” 

Dr. Erwin P. Deisler addressed the Odonto- 
graphic Society of Chicago February 19 on 
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“Oral Lesions Observed by the Dermatologist.” 

Dr. M. P. Borovsky gave a paper on “Dis- 
eases of the Newborn” before the Fayette 
County Medical Society at Vandalia on Feb- 
ruary 20. 

Dr. James T. Case was invited to address the 
Montgomery County Medical Society at Litch- 
field on February 22 on “Symptoms and Differ- 
ential Diagnosis of Carcinoma of the Colon.” 

Dr. Italo F. Volini gave a paper on “Pneu- 
monia” before the Stephenson County Medical 
Society at Freeport on February 23. 

Dr. Irving Stein gave a paper on “Forceps 
Delivery” before the Menard-Mason County 
Medical Societies on February 5. 

Dr. A, H. Klawans and A. W. Stillians pre- 
sented a program before the Physicians of 
Kewanee on February 5: “Gynecologic Difficul- 
ties as the Result of Obstetrics” and “Skin Dis- 
orders in Children.” 

Dr. Clifford J. Barborka gave a paper on 
“Medical Management of Gall Bladder Disease” 
before the Whiteside County Medical Society on 
February 8. 

Dr. Archibald Hoyne gave a paper on “Poli- 
omyelitis” before the Will-Grundy County Med- 
ical Society at Joliet on February 9. 

Dr. Leon Unger addressed the Macon County 
Medical Society in Decatur, Illinois, on Jan- 
uary 30. The subject was “Newer Phases of 
Migraine.” 

On January 30 Drs. Walter G. Ackerman, 
Walter DeFrancois and Thomas D. Allen pre- 
sented “A Symposium on Glaucoma” before The 
Illinois Valley Ophthalmological Society at La 
Salle, Illinois. 

At the annual meeting of the Chicago Der- 
matological Society in January the following 
officers were elected: President, Dr. Herbert 
Rattner, Chicago; Vice-President, Dr. Lester M. 
Wieder, Milwaukee, Wisc.; Secretary-Treasurer, 
Dr. Michael H. Ebert, Chicago. 

Dr. Lowell D. Snorf succeeded Dr. James G. 
Carr as chief of the medical staff of the Evans- 
ton Hospital, January 1. 

Dr. Bela Schick of New York City will ad- 
dress the Chicago Society of Allergy on March 
18 at 8:00 P. M. on the subject of “Allergy and 
Immunity.” 

Dr. Irving 8. Cutter Honored. Robert R. 
McCormick, editor and publisher of the Chicago 
Tribune, has given the property at the north- 
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west corner Lake Shore Drive and Pearson 
street to Northwestern University “for the pur- 
pose of establishing and maintaining a fund, 
the income from which is to be spent for re- 
search in the medical school.” The fund is to 
be called the “Irving S. Cutter Fund for Medi- 
cal Research,” in honor of the dean of the medi- 
cal school, who is also health editor of the 
Tribune. Dr. Cutter has been dean since 1925 
and medical director of Passavant Hospital 
since 1928. 





News Notes 





—A joint meeting of the Chicago, Cleveland and 
Detroit Urological societies was held at the 
Palmer House January 25. Dr. Charles Morgan 
McKenna addressed the meeting on “Problems 
in the Diagnosis of Renal Tumors” and Drs. 
Harry W. Plaggemeyer, Detroit, and William 
BE. Lower, Cleveland, gave the discussions. Dr. 
Vincent J. O’Conor spoke on “The Treatment 
of Renal Tumors” and Drs. Reed M. Nesbit, 
Ann Arbor, Mich., and James J. Joelson, Cleve- 
land, were the discussants. A clinical meeting 
was held in the morning at the Billings Hos- 
pital. 

—A handbook on pneumonia has been published 
by the state department of health and is avail- 
able free to physicians in Illinois who send 
requests to the department at Springfield or to 
the committee on education of the Illinois State 
Medical Society, 30 North Michigan Avenue, 
Chicago. Prepared by the state advisory com- 
mittee on pneumonia control, the booklet con- 
tains in brief but comprehensive form specific, 
up-to-date information on the diagnosis and 
treatment of the pneumonias. The technic of 
utilizing various therapeutic measures is in- 
cluded. 

—The Asa S. Bacon Library will be dedicated 
at the American Hospital Association February 
12. The library, formerly the property of the 
American Conference on Hospital Service, has 
belonged to the hospital association since July, 
1930. The space assigned to it has been re- 
modeled and by action of the board of trustees 
of the association the library has been designated 
the “Bacon Library” in appreciation of a life- 
time of service which Asa 8. Bacon has given 
to hospital service. Forty-five hundred package 
libraries are sent to more than 3,200 hospitals 
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and their personnel each year; 300 new books 
and the issues of fifty-two different magazines 
are added each year. Mr. Bacon has been super- 
intendent of Presbyterian Hospital for forty 
years. 


-—Dr. Conrad S. Sommer, Chicago, director of 
the Illinois Society for Mental Hygiene, has 
been appointed to the newly created post of state 
superintendent of the division of mental hygiene, 
the Chicago Tribune reports. The new division 
is in the state department of public welfare and 
was created on the recommendation of the 
Institute of Medicine of Chicago. Dr. Sommer 
has taken a year’s leave of absence from the 
society of mental hygiene. In his new capacity 
he will supervise medical care and treatment 
of the 30,000 patients in the ten state mental 
institutions, and will be responsible to the state 
alienist. Dr. Sommer graduated at the Uni- 
versity of Illinois College of Medicine in 1932. 
He was resident psychiatrist at the Illinois Re- 
search Hospital from 1932 to 1933 and fellow 
at the Institute for Juvenile Research from 1935 
to 1937. For the last three years he has been 
connected with the Illinois Society for Mental 
Hygiene and assistant clinical professor of 
psychiatry at Loyola University School of 
Medicine. 


—Dr. Roland R. Cross, Dahlgren, superin- 
tendent of the health district in Southern 
Illinois since 1933, has been appointed assistant 
director of the Illinois State Department of 
Health. Dr. Cross graduated at the American 
Medical College, St. Louis, in 1912. He spent 
six years in Indian work as a member of the 
U. S. Public Health} Service and served in the 
World War. He was president of the Jefferson- 
Hamilton Counties Medical Society in 1931. 
The position to which Dr. Cross has been ap- 
pointed has been vacant since 1937, when Dr. 
Albert C. Baxter, Springfield, present health 
director, was named acting director of the de- 
partment. 


—Dr. Hamilton Anderson, of the staff of the 
Council on Medical Education and Hospitals 
of the American Medical Association, has re- 
signed, effective February 15, to accept a pro- 
fessorship in pharmacology at Peiping Union 
Medical College, Peiping, China. Dr. Anderson 
graduated at the University of California Med- 
ical School in 1930 and joined the division of 
pharmacology the same year. He served as 
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assistant clinical professor from 1934 until 


1937, when he joined the staff of the American 
Medical Association. He engaged in field studies 
on amebiasis for the university at the Gorgas 
Memorial Laboratory, Panama, in 1931, and on 
leprosy .at the Instituto Oswaldo Cruz, Rio de 
Dr. Anderson plans 
Peiping, 


Janeiro, Brazil, in 1934. 
to sail from San Francisco for 
March 22. 

-—The clinical section of the Chicago Heart 
Association met at Billings Hospital, February 
23. Dr. Arlie R. Barnes, Rochester, Minn., will 
be guest at the meeting. The following pro- 
gram has been arranged: Drs. Dallas B. Phe- 
mister and Richard Sternheimer, Two Cases of 
Adhesive Pericarditis Treated Surgically; Dr. 
Edith L. Potter, Embryological Background of 
Cardiac Malformations; Dr. Andrew J. Brislen, 
The Clinical Measurement of Heart Size; Dr. 
Wright R. Adams, Limitations of Objective Cir- 
culatory Measurements; Dr. Louis Leiter, The 
Relation Between the Heart and Kidneys; Dr. 
Barnes, Some Important Diagnostic Correla 
tions and Electrocardiograms and _ Clinical 
Types of Heart Disease. 

--The Illinois State Medical Society wiil be 
host to the women members of the state society 
at a dinner in Peoria Tuesday evening, May 21, 
1940. The local chairman of arrangements is 
Dr. Margaret B. Meloy of Peoria. Membership 
tickets in the state society should accompany 
requests for reservations. The following is the 
tentative dinner program: Short Address—Dr. 
Elizabeth R. Miner, President, Illinois State 
Branch, American Medical Women’s Associa- 
tion, Branch No. 17. Other addresses by Dr. 
Nelle S. Noble, Des Moines, Iowa, the President 
of the American Medical Women’s Association ; 
Dr. Bertha Van Hoosen, Chicago; Dr. Elizabeth 
I. Ball, Springfield; Dr. Esther 8. Hodel, Mor- 
ton; Dr. Carolyn N. MacDonald, and others. 
-—Please take notice that The Northern Trust 
Company and Christy Brown, Executors and 
Trustees of the Will of Bella Christy Brown, 
Deceased, have leased the premises known as the 
Kenilworth Sanitarium, 2228 Beechwood Ave- 
nue, Wilmette, Illinois, to Christy Brown, Jr., 
and Dr. Edward J. Kelleher, effective March 1, 
1940, and said Executors and Trustees will have 
no responsibility for the management of said 
Sanitarium from that date. Dr. Edward J. Kel- 


leher, who has been Medical Director of the 
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Sanitarium for the past three years, will con- 
tinue in that capacity. 





Deaths 


Frep C. Cape, Chicago; Chicago Medical School, 
1919; on the staff of the Provident Hospital; aged 53; 
died suddenly, Dec. 11, 1939, of coronary thrombosis. 

Arvin BarNarp Cary, Donnellson, Ill; Marion- | 
Sims College of Medicine, St. Louis, 1899; aged 63, 
died, Dec. 27, 1939, of heart disease. 

SaMueEL FE. Empry, Chicago; Louisville (Ky.) Med- 
ical College, 1891; aged 82; died, Dec. 26, 1939, of 3 
fracture of the femur. 

Oscar EMANUEL GRANT, Chicago; College of Physi- 7 
cians and Surgeons of Chicago, School of Medicine of 
the University of Illinois, 1905; a Fellow, A. M. A.; 
Fellow of the American College of Surgeons; on the | 
staff of the Swedish Covenant Hospital; aged 60; died, 
Jan. 4, at Fairhope, Ala., of heart disease. 

Maske Lee, Atlanta, Ill.; Rush Medical College, 
Chicago, 1888; aged 84; died, Dec. 20, 1939, of heart 
disease. 

Tuomas Furtton McConacuir, Oakdale, Ill.; St. 
Louis University School of Medicine, 1904; member 7 
of the Illinois State Medical Society; aged 67; died, 
Dec. 29, 1939, in St. Mary’s Hospital, Centralia, of 
pneumonia. 

Cora L. Emery Reep, Rock Island, Ill.; Hahnemann — 
Medical College and Hospital, Chicago, 1884; aged 81; 
died Dec. 3, 1939, of chronic myocarditis. 

EuGENE JoHN Rooney, Chicago; University of IIli- 
nois College of Medicine, Chicago, 1927; served dur- 
ing the World War; aged 44; died Dec. 29, 1939, of 
massive hemorrhage and duodenal .ulcer. 

LEONARD SCHREIFELS, Granite City, IIll.; St. 
College of Physicians and Surgeons, 1899; member of 
the Illinois State Medical Society; past president of 
the Madison County Medical Society; aged 73; died, 
Dec. 27, 1939, of heart disease. 

Smon Peter Scuroeper, Nashville, Ill.; Hospital 
College of Medicine, Louisville, Ky., 1887; member of 
the Illinois State Medical Society; formerly secretary 
of the Washington County Medical Society; at one © 
time county coroner; aged 78; died, Dec. 24, 1939, of 
coronary thrombosis. 

CrarK Lee Surpetey, Paris, Ill.; St. Louis College 
of Physicians and Surgeons, 1908; aged 57; died, Dec. 
24, 1939, of hemiplegia. 4 

Burton J. Stmpson, Chicago; Rush Medical College, 
Chicago, 1900; member of the Illinois State Medical 
Society; on the staff of the Englewood Hospital; aged © 
69; died, Jan. 8, of Parkinson’s disease, cerebral arterio- 
sclerosis and pneumonia. 1 

Iron ALGERNON TaNciL, Chicago; Howard Univer- 
sity College of Medicine, Washington, D. C., 1921; a 7 
Fellow, A. M. A.; on the staffs of the Central Free 
Dispensary and the Provident’ Hospital; aged 49; died, 
Dec. 7, 1939, in the Presbyterian Hospital of amyo- 
trophic lateral sclerosis. 
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